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 A. GENERAL INTRODUCTION 
 
 
The service provision system towards children with disabilities is a human 
activity that requires the division of labour between parents and service providers from a 
range of disciplines, and their coordination for accomplishing a task (Skrtic, Sailor & 
Gee, 1996).  This division of labour is nowadays considered imperative based on the 
knowledge gathered over the decades on the complexity of child development, the 
multiplicity of effects of disabilities on the child and the importance of the parental role 
in child development.  At the same time, coordination among families, educational, 
social, and health services has become an indispensable part of the service provision 
system since integrated and coordinated services result in better outcomes, compatible 
interventions benefit all stakeholders and both lead to a more efficient management of the 
financial resources. 
The various aspects of the coordination between the family and the service 
providers give rise to numerous questions that some of them this research aims to answer 
by focusing on a specific country and on a subpopulation of the children with disabilities.  
Specifically, this study attempts to describe the model of coordination that exists between 
the parents of children with hearing impairment and the service providers from the public 
and the private sectors in Cyprus, to identify the parameters that influence coordination 
and to compare this model with those models that exist in the literature.   
Over the last decade, pieces of research have described the models of 
coordination that exist in the field of disabilities mostly in the United States and the 
United Kingdom based on the location, the target, the process and the philosophical 
orientation of intervention, the historical evolvement of their characteristics and the type 
of team that is formulated between parents and service providers.  A particular emphasis 
on these studies has been placed on the role of the family influenced by major theoretical 
propositions like the Family Systems Theory, the Ecological Model and the Transactional 
Model that praise the active family involvement in child development.  
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This study attempts to go beyond the previous research studies, which for 
practical reasons were targeting only isolated aspects of a coordination system and aims 
to shed light to numerous parameters that affect the coordination that exists in the service 
provision system towards children with a single disability of a whole country.  The size 
and the population of Cyprus make this effort feasible.  It must be noted that the selection 
of the particular country was made since Cyprus is my place of residence and work and 
such a description was never made before.  Moreover, the specific focus on hearing 
impairment was made since I serve as teacher of these children and the emphasis on a 
single disability in this study would eliminate the possibilities that a particular type of 
disability would affect the research at anyhow (Freeman, Alkin & Kasari, 1999).   
Moreover, this study aims to investigate the perceptions of various stakeholders 
on the applicability and the effectiveness of a policy measure such as coordination, which 
has been widely applied in the field of disability in various countries.  It also aspires to 
become a reference to future studies that target the comparison between the service 
provision among the various groups of people with disabilities in the same country or the 
comparison of services that people with hearing impairment receive in different 
countries.  Lastly, as this research looks into the role that Cypriot families play in 
coordination, it can also serve as a point of reference to future studies that compare the 
family participation in service provision among different cultures. 
To achieve the above aims, the study looks more specifically into the perceptions 
of the stakeholders regarding the daily practices of the service delivery system, the 
sharing of information among the stakeholders, the essentiality of the interpersonal 
communication skills, the ministerial policies and the legislative directives.  The daily 
practices, the sharing of information and the interpersonal communication skills are all 
related to the daily experiences of the stakeholders that provide that basis for grounding 
coordination.  Moreover, the perceptions of the stakeholders on the ministerial policies 
and the legislative directives are essential in constructing a clear view on their attitudes 
towards the policies that guide coordination.  This study also tries to detect any 
differentiation in the coordination between the families and the service providers that 
work in the public or the private sectors and to explore the parental expectations towards 
them.  Families encounter service providers from a wide range of disciplines who work 
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either in the public or the private sectors and follow different guidelines.  Finally, the 
study examines the training of service providers on issues related to coordination, which 
is another essential component of a system that promotes coordination.  Coordination 
should not be considered a task that occurs automatically but an activity that requires the 
careful preparation of all stakeholders. 
Participants in this study are the parents of children with hearing impairment who 
reside in a geographical region in Cyprus and the service providers who serve these 
families.  The involvement of all stakeholders derives from the acknowledgement that the 
service provision system towards children with disabilities is a sensitive topic that is 
influenced by the values and the preferences of each society and particularly the attitudes 
of all interest groups (Malan, 1987).  Therefore, their participation is an essential 
indicator of satisfaction and a step to establish a mechanism of feedback based on the 
beliefs of people who confront this reality daily and to incorporate their suggestions in 
future policy innovations.  I would like to point out here that it was my intention to 
include children in this research following the trends that call for the involvement of 
children who are undoubtedly the persons mostly concerned.  However, due to recent 
legislative restrictions that prohibit the participation of a child in a research study, such 
participation was impossible. 
This research is separated into two parts in order to enable the better organisation 
of each section and present an easier reading to the reader. The first part is the 
Theoretical Part and the second part is the Empirical Part.  The Theoretical Part is 
composed of five smaller sections.  The first section provides an overall discussion of the 
terms and definitions that are used in the literature, the second section is a presentation of 
the theories that have inspired this study and its focus on the role of the family, the third 
section is an introduction of service coordination towards children with disabilities with 
special reference to hearing impairment, the fourth section is a brief summary of the most 
important aspects and facts on hearing impairment and the last section is a detailed 
presentation and discussion of the parameters of service coordination with special 
application in the case of Cyprus.  The Empirical Part of this study is divided into five 
sections.  The first section is devoted to the methodology of the study that among others 
includes the hypotheses and the methods of data collection.  The second section presents 
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the quantitative data and the third section the qualitative data.  The fourth section 
provides a thorough discussion of the results and a detailed comparison of the model of 
service coordination in Cyprus with those models that exist in the literature and have 
been presented in the Theoretical Part.  The last section includes the conclusions of the 
study.  Right after the bibliography, in the annex, I provide a copy of the letter that 
accompanied the questionnaires, a copy of the questionnaire that was sent to service 
providers, a copy of the interview that was conducted to parents and details on the 
reduction techniques that were utilised with the quantitative data.  Finally, I include an 
index of the tables and an index of the figures. 
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B. THEORETICAL PART 
 
1. Introduction 
 
As it was mentioned in the General Introduction, the Theoretical Part is divided 
into five smaller sections.  The first section is composed of a presentation of the terms 
and definitions related to service coordination and hearing impairment that are widely 
used in the literature.  This section was placed first in order to provide the distinction 
between a wide range of terms and the reasons behind the selection of particular terms 
over others.  In addition, this section enables the reader to engage in a better 
understanding of the Theoretical Part.  The second section presents the theories that have 
inspired this study and its focus on the role of the family.  In this study, I discuss the 
Family Systems Theory, the Ecological Model and the Transactional Model, and their 
application into the service provision towards children with hearing impairment.  The 
third section provides the characteristics of the service provision system towards children 
with disabilities that have elevated coordination as a major issue in the literature and in 
the public policy.  The fourth section is a brief summary of the most important aspects 
and facts on hearing impairment.  This section was also considered essential since the 
current study focuses on hearing impairment, which is a highly complex disability and 
with many of its parameters unknown.  Finally, the last section of the Theoretical Part 
contains a detailed presentation and discussion of the parameters of service coordination 
with special application in the case of Cyprus.  The main parameters to be mentioned are 
the state context, the state policy, the daily practices of service delivery, the service 
providers, the families and the relationship between families and service providers. 
Each section of the Theoretical Part is presented in detail right after. 
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2. Definitions 
 
Before proceeding to the main discussion surrounding the issues of service 
coordination, I present a series of definitions around the terms that are used in order to 
make the discussion that follows more comprehensible to the readers.  A wealth of terms 
related to service provision has been used in the literature.  The following paragraphs 
present a brief description of those most utilised and a discussion that explains the 
reasons for selecting some and excluding others from the current research project. 
The first and foremost necessity is the distinction between the terms ‘impairment’, 
‘disability’ and ‘handicap’.  Calderon and Greenberg (1997) define ‘hearing impairment’ 
as a permanent abnormality in the audiological function whereas Fischgrund (1995) 
defines it as a “generic term indicating a hearing disability that may range in severity 
from mild to profound” (p. 231).  It is true that, quite often, these three terms have been 
used interchangeably.  However, the World Health Organization [WHO] defines auditory 
‘impairment’ as any loss in the auditory system and ‘disability’ as a restriction or lack of 
ability to perform an activity (cited in Mauk, Barringer & Mauk, 1997).  In addition, 
Read (2000), among others, distinguishes all three terms and emphasizes the uniqueness 
of each one of them.  According to her, ‘impairment’ is a perceived abnormality in the 
body’s structure or function, ‘disability’ is the restriction in ability to perform tasks seen 
as normal and ‘handicap’ is the social disadvantage related to impairment or disability 
(Read, 2000).  The first two terms that is ‘impairment’ and ‘handicap’ have been widely 
used in the English-speaking world whereas the last term is mostly utilised in the French-
speaking world.  Since the present study is written in English and the term ‘handicap’ has 
been associated with a negative meaning in the English-speaking world, from now on I 
use only the terms ‘impairment’ and ‘disability’. 
The term ‘stakeholders’ is used to include all those individuals who have a direct 
interest and are involved in the service provision system (Worthen, Sanders & 
Fitzpatrick, 1997).  In the case of the service provision system towards children with 
hearing impairment in Cyprus, the stakeholders are the following groups of individuals. 
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• Parents of Children with Hearing Impairment 
• Educators: Special Educators, Elementary Educators, Secondary Educators 
• Doctors: Paediatricians (public and private sector servants), Ear-Nose-Throat 
Specialists (public and private sector servants) 
• Other Specializations: Speech-Language Pathologists (public and private sector 
servants), Audiologists 
• Representatives from the Ministry of Health, Ministry of Labour and Social 
Insurance (Department of Welfare), Ministry of Education 
The term ‘service providers’ was chosen over the term ‘professionals’ since the 
latter is a highly disputed term due to the absence of a clear definition of which 
occupational groups are considered professional (Hargreaves & Goodson, 1996).  A 
thorough discussion of the issue of professionalism and its implications on both the 
various occupational groups and the service provision system takes place afterwards.  In 
the case of this study, the term ‘service providers’ includes all the groups of participants 
that were mentioned before except from the group of parents of the children with hearing 
impairment.   
An additional group of terms is used to describe the process of bringing together 
all the stakeholders in the service provision for children with disabilities.  Summers et al. 
(2001) define the terms that are mostly widely used which are the terms ‘coordination’ 
and ‘collaboration’.  According to them, ‘coordination’ is “the process of working with 
individual families to facilitate individualized planning” and ‘collaboration’ is the 
development of “a community infrastructure to gather and expand resources needed to 
meet child and family needs” (Summers et al., 2001, p. 16-17).  Even though this term 
seems to ignore the relationship among service providers, I adopt it because it utilises a 
simple description that could be easily expanded to describe all relationships that occur 
among stakeholders.  Dunst and Paget (cited in Dinnebeil & Rule, 1994) define another 
popular term that of ‘partnership’ and compare it in conjunction with the term 
‘collaboration’.  For them, a ‘partnership’ is “an association of two or more people in 
pursuit of a common goal of joint interest” and ‘collaboration’ is the “cooperation among 
two or more people concerning a particular undertaking” (Dinnebeil & Rule, 1994, p. 
350).  The two researchers say that the difference between ‘partnership’ and 
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‘collaboration’ is the degree of closeness between those involved and that all 
relationships start out as a ‘partnership’ and aim to become ‘collaboration’.  However, 
Colucci, Epanchin and Laframboise (2002) believe that a ‘partnership’ involves a change 
in the structure whereas ‘collaboration’ is the mere working together.  According to them, 
partnerships incorporate risks and benefits equitable for all and require dialogue to 
identify the ways that each partner would spend time and resource. 
Perhaps the oldest term that has been utilised to describe the process of bringing 
the stakeholders together is that of ‘case management’.  ‘Case management’ is “a number 
of functions for mobilising resources to meet client needs” (Dunst & Trivette, 1989, p. 
89) but it has been recently replaced because it was not considered child or family 
friendly (Dunst & Bruder, 2002).  Harbin, McWilliam and Gallagher (2000) have used 
the term ‘interagency coordination’, which is synonymous to a network of programmes 
from a variety of agencies.  In the United Kingdom, researchers have mostly used the 
term ‘partnership’, which according to Pugh, is the “working relationship that is 
characterised by a shared sense of purpose, mutual respect and willingness to negotiate 
(cited in Gallagher, N., 1995, p. 17). 
Among this confusion and occasional dispute over the definitions and the use of 
those terms that were mentioned before, I have decided to utilise the term ‘coordination’ 
for three reasons.  First, in Greek, which is the language in which the study was 
conducted, there is no clear-cut distinction between all these terms.  Second, over the 
years, the term ‘coordination’ seems to have surfaced in the literature (Dunst & Bruder, 
2002).  Third, the term ‘coordination’ has been widely used as an umbrella term to 
include all descriptors in a variety of contexts and not only in the field of service 
provision (Disch, 1999). 
The reader will also encounter in this study the terms ‘resource room’ and ‘self-
contained classroom’.  A ‘resource room’ is a classroom in which students spend part of 
the school day and received individualised special education services whereas a ‘self-
contained classroom’ is a special classroom that is located within the regular public 
school building and includes only children with disabilities (Heward & Orlansky, 1988).  
This research has also utilised the terms ‘public sector’ and ‘private sector’.  For 
the purpose of this study ‘public sector’ simply denotes all organizations and individuals 
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under the direct control of the state and ‘private sector’ denotes all organizations and 
individuals working outside the direct control of the state (Kim-Farley, 1996). 
The terms ‘efficiency’ and ‘effectiveness’ also appear in various parts of this 
study.  By ‘efficiency’ I simply mean the achievement of “maximum productivity with 
minimum wasted effort and expenses” and by ‘effectiveness’ I mean the successful 
“production of a desired or intended result” (Oxford Dictionary of English, 2003). 
Finally, I wish to clarify two additional terms.  The first one is the term ‘need’.  
According to Dunst, ‘need’ is something that is desired or lacking but wanted or required 
to achieve a goal or attain a particular end (cited in Dunst, Trivette, & Deal, 1988).  The 
same author says that a ‘need’ is an individual’s perception of the discrepancy between 
the actual states or conditions and what is considered normative, desired or valued from a 
help seeker’s perspective and not a help giver’s perspective.  Therefore, ‘needs’ are 
influenced from the psychological awareness of this discrepancy, the personal values, the 
awareness of a resource that will reduce the discrepancy and the identification of a way 
of procuring this resource.  The second term is the term ‘service’.  Ovretveit (1993) says, 
“service is what people give in response to their understanding of other people’s needs” 
(p. 27).  Ovretveit, like Dunst, continues with a thorough description of ‘services’ in 
terms of their type (educational, social, health), their complexity (how frequently must be 
changed), the required speed of response (it is quite subjective) and their amount.  For 
him, good management is achieving the best match between ‘needs’ and ‘services’ and 
‘coordination’ is the management across services. 
Thus, from now on I utilize only those terms that have been selected and their use 
is based on the definitions that have been provided.  As a next step, I discuss the theories 
that have inspired and influenced the current study and its focus on the role of the family 
in coordination.   
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3. Theories 
 
A brief mention of the theoretical contributions that were derived from the 
scholarly study of the development of young children, have produced advances in 
knowledge and have influenced substantially the planning and implementation of the 
services towards children with disabilities is essential (Meisels & Shonkoff, 2000).  In 
this section, a referral is made only to those theoretical propositions that emphasise the 
need for an active family involvement in child development.  These theories are the 
Family Systems Theory, the Ecological Model and the Transactional Model.  Over the 
last decades, family involvement in all aspects of child development has gained 
tremendous support since more and more people recognize the parental rights, the unique 
role of the family, the effectiveness of service provision when it secures the family active 
participation and the failure of those efforts that were geared only towards the child.  
Consequently, this trend explains both the influences and the focus of this study.  The 
following subsections provide a concise description of the three theoretical propositions.  
A more thorough presentation of them has been considered beyond the scope of this 
research. 
 
3.1 Family Systems Theory 
Systems Theories assert that “all living systems are composed of a number of 
parts that are interdependent in the sense that influences associated with one part of the 
system are likely to affect other parts” (Robinson, Rosenberg & Beckman, 1988, p. 113).  
The Family Systems Theory, specifically, views the family as an “open interaction 
system, operating according to the rules and the principles applying in all systems” 
(Flynn & Takemoto, 1997, p. 511).  Such principles are, among others, the 
interrelatedness, the interaction patterns, the different growth rates, the different 
responses to stress and the different family rules.  While the family operates as an 
interactive unit where each member of the family affects the other, the interaction of 
these interdependent parts creates some characteristics that are not contained in separate 
entities (Seligman, 2000). 
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Therefore, a family is an integrated social system with unique characteristics, 
strengths and needs.  In the case of a transition, family members adapt to it while 
establishing permeable boundaries through family support and family advocacy, parental 
training programs and personal adjustment to the external pressure (O’Shea, O’Shea & 
Algozzine, 1998).  In fact, each family strives to go through each transition by 
maintaining balance, which is threatened from an external pressure.  Such an external 
pressure is the birth of a child with disabilities. 
Turnbull and Turnbull have adapted the Family Systems Theory to children with 
disabilities and urged the service providers to apply it by individualizing their 
relationships to each family as they work through individualised programs with children 
and families (Flynn & Takemoto, 1997; Turnbull & Turnbull, 1990).  The four major 
components of this adapted framework remain the same with those of the Family 
Systems Theory.  The first component is the family characteristics or those descriptive 
elements that characterise a family.  This component includes the characteristics of the 
exceptionality (type, level of severity, demands), the characteristics of the family (size, 
cultural background, socio-economic status), the personal characteristics (health and 
coping styles) and any special challenges (poverty, abuse).  The second component is the 
family interaction.  The family interaction is the relationships among the various 
subgroups that exist in a family.  Such subgroups are the marital, the parental, the sibling 
and the extended family.  The cohesion and the adaptability of these subgroups depend 
on the resources, the values and beliefs, the exceptionality and the changes over time.  
The process of the interaction of the subgroups must be responsive to individual or 
collective family needs.  The third component is the family functions.  The family 
functions are the different categories of needs that a family is responsible to address.  
Such family functions are the economic, the day-care, the recreation, the socialization, 
the affection, the self-definition and the educational or vocational.  The fourth and final 
component is the family life cycle, which is the sequence of developmental and non-
developmental changes that affect the families.  Such changes (the birth of a child, the 
adolescence, the unemployment, the divorce) can alter the family characteristics and 
functions. 
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It is apparent that the Family Systems Theory considers the role of the family as 
vital in the life of children and that each family, is in fact the major constant in the life of 
a child.  This theory points out that a family is an environment itself, with its own 
complexities, and is embedded in the larger social, economic, cultural environments.  
Families provide a place of membership and identity, a place of economic support and 
welfare, a place for socialization and learning, a place for protection, caring and 
affection, and a place for spirituality and recreation for their members.  Consequently, 
each family has its range of resources, which can include physical, economic, social, and 
spiritual assets (Pell & Cohen, 1995).  Therefore, the strengthening of the family stability 
and well-being as well as its capacity to fulfill its functions is imperative. 
Currently, there is an increasing interest in the application of the Family Systems 
Theory in a number of intervention programs that target children with disabilities 
(Seligman, 2000).  The application of this theoretical proposition has a series of 
implications to the various levels of the service provision system.  The first such 
implication refers to the level of policy-making and the consequent necessity that 
policymakers understand the complexities that exist within a family and their subsequent 
influences on policy planning.  The second implication refers to the service providers and 
the urge to involve all parents in the stages of evaluation, planning and implementation 
towards children.  The third implication is the transformation of the relations between 
parents and service providers into relations between families and service providers since 
a family is a system and the whole family and not just parents can assist and be assisted 
service providers.  The fourth implication is the application of the components of the 
Family Systems Theory to those teams created for the coordination between parents and 
service providers.  Such a team can be considered as a system composed of 
interdependent parts and their interdependence creates a new entity.  The fifth and last 
implication refers to the influences of any intervention towards a child and the entire 
family system.   
The consideration of the implications that were mentioned in the previous 
paragraph can lead to “a systemic understanding of working with families”, averting 
“blame on parents, schools or other systems of support” and taking into account “the 
variety of forces that are at play in families and that often create additional stress in 
 16
families with children with special needs” (Pell & Cohen, 1995, p. 388).  For the above 
reasons, this theory has inspired the current study and has been considered as one of its 
fundamental theories. 
 
3.2 Ecological Model 
 The Ecological Model is a theoretical proposition that considers the 
environmental interconnections as a decisive factor for human development 
(Bronfenbrenner, 1979).  In other words, this model helps explain the direct or indirect 
influences of different environmental factors on systems as well as persons and why such 
different environmental factors would be expected to be associated with different 
outcomes (Dunst & Bruder, 2002).  Even though Bronfenbrenner (1986), who laid the 
foundations for the formulation of this model, points out that family is the principal 
context in which human development takes place, he notes as well that there are several 
settings in which developmental process can and does occur.  In fact, Bronfenbrenner 
(1979) regards human development as a “product of interaction between the growing 
human organism and its environment” (p. 16).  According to him, what matters is not so 
much how the environment is in reality but how each person perceives this environment 
which is quite complex and composed of layers interconnected with each other.  The 
following paragraphs include a concise presentation of these environmental layers.   
 The first environmental layer is what Bronfenbrenner calls a microsystem.  “The 
microsystem is a pattern of activities, roles and interpersonal relations that are 
experienced by a person in a particular setting” (Bronfenbrenner, 1979, p. 22).  This 
environmental layer is in reality the immediate environment of the developing person.  
Therefore, in a microsystem, a setting is a place where the people are engaged in a face-
to-face interaction and its elements are the activities, the roles and the interpersonal 
relations.  In the case of a child, a microsystem is a system that contains the child, i.e. the 
family or the school (Sussman-Stillman & Erickson, 2001). 
The second layer is called a mesosystem.  The mesosystem is a system of 
microsystems in which a person participates part of the day or the overlap between two 
microsystems (Crowson & Boyd, 1993; Sussman-Stillman & Erickson, 2001).  For 
children, a mesosystem could include the interaction between two microsystems i.e. the 
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home and the school, which can take the form of any formal or informal communication 
among them.  Specifically, the interaction between the two settings is affected by the way 
in which parents perceive the services that their children receive and not how the services 
are in reality or the way in which service providers perceive the interest of the parents 
and not their actual interest.  Apparently, a mesosystem includes not only family 
members but other key players as well.  That is why Bronfenbrenner (1979) has 
particularly called upon the importance of the mesosystem and the compatibility of the 
goals of the two settings or the two microsystems. 
The third layer is called the exosystem.  The exosystem is a system that affects the 
developing person even though this person seldom enters in it or the intersection between 
a context that does not contain a person with one that does (Bronfenbrenner, 1979; 
Sussman-Stillman & Erickson, 2001).  In the case of children, an exosystem could be the 
parental network of friends, the parental place of work, a parental association or an 
advocacy group.  In such an instance, children do not participate in these environments 
but are influenced indirectly from them through the participation of their parents. 
The last environmental layer is the macrosystem.  The macrosystem is the society, 
the culture or the social class of a person that can also affect the belief system and the 
ideology of the person.  An example of a macrosystem that is particularly crucial in the 
case of the service provision system towards children is the public policy.  Public policy, 
as a macrosystem, has the power to affect the well-being and the development of human 
beings by determining the conditions of their lives (Bronfenbrenner, 1979).  Therefore, a 
macrosystem must be interrelated and interconnected with the other layers of the 
ecological system since it influences them in a great extent.  
The role of the person surfaces amidst these four environmental layers.  
Bronfenbrenner (1979) recognises that each person is a dynamic entity, which is not only 
influenced by but also influences its environment.  That is why he defines development 
as “the person’s evolving conception of the ecological environment, his relation to it and 
his growing capacity to discover, sustain and alter its properties” (Bronfenbrenner, 1979, 
p. 9).  As a result of the interdependency of the person to the existing ecological systems 
that influence him/her, the properties of each person (i.e. of parents or service providers), 
the structure of the environmental settings and the process that takes place between them 
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are interdependent and interconnected and as such they should be analysed.  Moreover, a 
systematic alteration and restructuring of the existing ecological systems is possible to 
occur. 
Many predominant scholars in the field of human development refer to the 
implications that the Ecological Model has on the way people think nowadays about 
human development and the changes that are needed to accommodate this model in all 
levels of the service provision system (Dunst & Bruder, 2002; Sameroff & Fiese, 2000; 
Simeonsson & Bailey, 1990).  A brief mention on the implications that the Ecological 
Model has on the services towards children with disabilities follows right after.   
One implication refers to the complexity of human development and the 
numerous direct and indirect influences that children receive and provide through their 
interaction with their environment.  Another implication is the importance of the presence 
of both parents and service providers in an intervention programme, which aims towards 
a continuum of services.  An additional one highlights the role of the family as the 
primary organizing structure in child development thus the intervention programmes as 
well, and acknowledges the diversity that exists among families.  Moreover, the 
Ecological Model pinpoints the role of the public policy as one of the macrosystems that 
can influence human development and the role of parental associations or other advocacy 
groups as possible powerful exosystems.  
The list that was mentioned before includes probably the major implications that 
this influential model has or can have on the service provision towards children with 
disabilities and their families as well as the daily practices of the service providers.  
Apparently, the ecology of families provides a useful framework for better understanding 
the ways the systems of support can lead into a more effective service provision towards 
children with disabilities and constitutes a theoretical proposition that has influenced this 
study.  
 
3.3 Transactional Model 
The Transactional Model acknowledges the role of the environment in human 
development but at the same time emphasises the important role that individual 
differences in a child can play in terms of what the child elicits from the environment and 
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what the child is able to take from it (Sameroff & Fiese, 2000).  This line of thought has 
led Sameroff and Fiese (2000) to the conclusion that “developmental outcomes are 
neither a function of the individual alone nor of the experiential context alone” (p. 142) 
and Robinson et al. (1988) to say that “neither ecological nor environmental factors alone 
are sufficient predictors of outcome” (p. 115).  Therefore, Sameroff and Fiese (2000) 
accept that “the development of the child is seen as a product of the continuous dynamic 
interaction of the child and the experience provided by his or her family and social 
context” (p. 142).  However, they point out that the Transactional Model provides an 
innovation to the field of human development which is “the equal emphasis placed on the 
effects of the child and the environment so that the experiences provided by the 
environment are not viewed as independent of the child” (Sameroff & Fiese, 2000, p. 
142). 
For the better understanding of the Transactional Model, Sameroff and Fiese 
(2000) utilise three terms.  According to them, the children’s behaviour is a product of 
the transactions between the child’s phenotype (the overt features of an individual which 
are identifiable by an observer), the child’s genotype, (the genetic makeup that is 
inherited by each individual) and the child’s environtype, (the social organization that 
regulates the way human beings fit into their society).  The outcomes of these 
transactions are a complex function of interplay between the child and the environment 
over time. 
Obviously, this model is the most complex of those theories that were presented 
in this study since it proposes that development interacts with environmental parameters 
all the time.  In fact, child development is not a function of the child and the caretaker 
characteristics in isolation, but a function of the dynamic properties of the environment.  
Particularly, the child’s cognitive behaviours (length of attention, swiftness of learning, 
facility for recognition, rapidity of orienting) may elicit different forms of response 
depending on the child’s environment and may affect the child’s cognitive ability.  This 
chain of influences can extend until childhood (Colombo & Saxon, 2001).  In addition, 
the child’s characteristics (temperament, physical attractiveness, gender, prematurity) 
influence parenting quality and affect the parental competence at work and the parental 
mental and physical health (Sussman-Stillman & Erickson, 2001).  
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Any intervention program, including those concerning children with disabilities, 
can apply the Transactional Model through the use of three specific strategies.  The first 
strategy is called remediation and aims to change the child with eventual changes 
occurring to the family.  The goal of this strategy is not the alteration of the cultural and 
family codes but the incorporation of the goals of an intervention through the use of pre-
existing competencies.  The second strategy is called redefinition and targets the 
facilitation of appropriate parenting particularly in those cases that an alteration of 
parental beliefs and expectations towards the child is needed.  An example that may 
require the application of a redefinition strategy is the parental perception that their child 
is abnormal and that they are either unable or unwilling to provide an appropriate 
caregiving.  Redefinition can occur towards parents by incorporating some aspects of the 
family and cultural code.  The third strategy is the reeducation, which refers to teaching 
parents how to raise their children in those cases that “parents do not have the knowledge 
base to use a cultural code to regulate their child’s development” (Sameroff & Fiese, 
2000, p. 153).  This strategy is primarily appropriate for those parents that are considered 
at risk due to environmental factors.   
The Transactional Model has also inspired the current study since it exemplifies 
the role of the family and introduces specific strategies for doing so.  The unique 
contribution of this theory is the equal importance placed on the child and the 
environment.  In the case of children with disabilities, the uniqueness of each child and 
its realization through an individualised program has been already recognised.  What is 
still missing is the incorporation in such an intervention program of the influence of the 
environmental factors that directly or indirectly affect the child. 
Summing up, the Family Systems Theory, the Ecological Model and the 
Transactional Model are the three theoretical propositions that have inspired me and have 
provided the framework on which this research has been designed.  It is my impression 
that the role of the family will be increasingly gaining the recognition it deserves and that 
the people who are involved in child development will acknowledge the complexities that 
have surfaced through the discussion in this section.   
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4. Coordination towards Children with Disabilities 
 
Apart from the theoretical propositions that call for the active family involvement 
in child development, four unique characteristics of the domain of the service provision 
system towards children with disabilities have elevated coordination firstly as a major 
issue in the literature that deals with children with disabilities and secondly as a major 
issue and initiative in public policy (Smrekar, 1996).  This realisation has been 
particularly evident over the last decade as it is indicated in the pieces of literature that 
are cited here.  The reasons why coordination has been elevated in such a major issue in 
the literature are presented immediately after the discussion regarding the unique 
characteristics of the service provision system towards children with disabilities. 
As it was mentioned in the previous paragraph, there are four unique 
characteristics of the domain of service provision towards children with disabilities.  The 
first characteristic is the presence of a plethora of service providers and agencies that deal 
with an individual child due to the complexity of child development and the multiplicity 
of the effects of disabilities on development that requires a combined expertise by 
numerous service providers who have specialised expertise (Bailey, Palsha & 
Simeonsson, 1991; Bruder, Staff & McMurrer-Kaminer, 1997; Dale, 1996; Gallagher, P., 
Malone, Gleghorne, & Helms, 1997; Garland & Linder, 1988; Ovretveit, 1993; Read, 
2000; Roffey, 1999; WHO, 1980; Winton, 2000; Wolery et al., 1994).  Meisels and 
Atkins-Burnett (2000) articulate this need and say that “to consider only one area of 
development in isolation from others leaves unrecognised the influence of the other areas 
and may obscure our understanding of the child’s abilities and challenges” (p. 232) and 
that “the expertise of the different members of the team sheds light on the various 
interpretations that can be given to observed behaviour” (p. 233).  In fact, one profession 
can rarely meet the needs of a child and consequently families want to benefit from the 
skills and the knowledge of service providers that have different expertise as long as their 
effort is well coordinated.  Most frequently, this range of service providers includes 
special educators, speech-language pathologists, physiotherapists, social workers, 
developmental psychologists, educational psychologists or doctors from a range of 
specializations (neurologists, paediatricians, otolaryngologists, ophthalmologists etc) 
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depending on the needs of a child.  This list can become longer and longer as the needs of 
the children and the multiplicity of the effects of the disabilities increases. 
The second characteristic is the recognised role that parents are called to play in 
child development in general and in service provision towards children with disabilities 
in particular.  Since the 1990s, an increasing number of intervention programmes that are 
geared towards these children have incorporated the family needs and priorities and have 
required the participation of parents in all levels of decision-making.  Zigler (2000) 
acknowledges the importance of family participation mainly in these cases and states that 
such programmes “frequently benefit two generations” (p. xiii).  This major shift in the 
philosophy and the practices of the intervention programmes has been the result of four 
reasons.  The first reason is the pieces of research that have shown that family members 
affect each other (Dale, 1996; Krauss & Jacobs, 1990; Roberts, Rule, & Innocenti, 1998; 
Robinson, et al., 1988) and that interventions will not be as effective if changes are 
geared only towards the individual child and not his/her family.  The second reason is the 
disappointing results of child-centred intervention practices (Shonkoff & Marshall, 1990) 
and the promising emergence of family-centred orientations in the field (Dunst, Snyder, 
& Mankinnen, 1989).  The third reason is the acknowledgment of the important 
knowledge that parents possess that is essential in effective interventions (Armstrong, 
1995; Dale, 1996; Dinnebeil, Hale, & Rule, 1999).  The fourth and final reason is the 
recognition that child development can be enhanced only if there is compatibility and 
continuity between the different settings in which the child belongs (Britner & Phillips, 
1995; Roberts, et al., 1998). 
The third characteristic is the importance of timing identification, accurate 
assessment and early intervention for each child with disabilities.  Researchers have long 
talked about a critical period in child development, in where the plasticity and the gradual 
maturation of the brain (Anastasiow, 1990) allow the better remediation of difficulties 
than with older children (Townend & Turner, 2000).  Even though today researchers are 
no longer define a strict critical period, still “neural plasticity lies at the heart of early 
childhood intervention” (Nelson, 2000, p. 204).  Moreover, scholars believe that children 
with substantial gaps in development are unlikely to catch up on their own (McCune, 
Kalmanson, Fleck, Glazewski, & Sillavi, 1990) and that intervention programmes that 
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combine the participation of a range of service providers can eliminate the accumulation 
of developmental lapse (Dunst, et al., 1989) and can lessen the long-term effects of a 
disability (Townend & Turner, 2000) if they are coordinated.  However, Zigler (2000) 
alerts service providers of the danger to provide support only to one stage of child 
development and urges for a continuum of service provision as long as a child needs it. 
The last characteristic is the economic aspect of the service provision towards 
children with disabilities, which has been elevated into a major issue since the late 1990s 
(Brooks-Gunn, Berlin & Fuligni, 2000).  Economists along with policy-makers have tried 
to justify the enormous public spending, to examine the dramatic increase on the 
demands for more resources and to find a solution for the efficient utilization of the 
scarce resources (Shonkoff, Hauser-Cram, Kraus, & Upshur, 1988).  This has been a 
necessity, as the prevailing service provision system includes not only educational but 
also health and social services which have been predominantly fragmented and 
uncoordinated (Dunst & Trivette, 1989) and have been characterised as a labyrinth of 
disparate independent services (Harbin & McNulty, 1990).  In fact, the service provision 
system has been accused for not being a system but a collection of independent and 
highly specialised agencies that leads into disorganization, complexity, fragmentation, 
inequity, inadequate control, overlaps, inaccessibility, insufficient resources, insufficient 
information, and gaps in service delivery (Crowson & Boyd, 1993; Ovretveit, 1993; 
Roaf, 1998; Zetlin & Boyd, 1995). 
Based on these characteristics, service coordination has emerged as ‘deus ex 
machine’ since it is based on the assumption that “integrating and coordinating services 
will result in better outcomes that would be the case if services are provided in a 
nonintegrated manner” (Dunst & Bruder, 2002, p. 362). 
Ideally, in service coordination each stakeholder contributes what it does best in 
order to produce significant gains (Kickbusch & Quick, 1998; Ovretveit, 1993).  Such 
gains can be the use of a shared language (Furman & Merz, 1996; Dale, 1996), the 
consistent eligibility criteria (Harbin & McNulty, 1990), the equal and continuous 
accessibility (Shaver, Golan, & Wagner, 1996), the prevention of waste, the reduction in 
duplication and overlapping and the establishment of a more effective delivery with 
harmonized procedures (Ross, 1990).  Other gains can be the reduction in personnel 
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through a more efficient use of personnel time (Harbin & McNulty, 1990) and the 
increased resources (Buse & Walt, 2000).  Dunst and Bruder (2002) provide their own 
list of benefits which include a more efficient access to services, a better flow of 
information to families, an increased availability of funding, an improved service quality, 
an increased availability of supports and resources, a better relationship between service 
providers and families, an improved parent and family quality of life, an increased 
parental empowerment, improved child outcomes and more positive indicators of parent 
and family satisfaction.  Moreover, Rosenau (2000) has indicated through case studies 
that coordination does not result in decreased regulation or increased policy costs but in 
increased accountability and Kickbusch and Quick (1998) have shown that even though 
coordination can consume time and resources especially in the beginning, it can save time 
and improve results when is underway.  The efforts of parents and service providers 
result in more constructive outcomes that are mutually satisfying, produce more 
constructive roles through their unique knowledge and expertise and the acceptance of 
pluralism that derives from different cultures, beliefs, socio-economic statuses, family 
structure and personal styles (Walker & Singer, 1993).  Lastly, Barnett (2000) has 
specified that the benefits be expected to vary according to the type and the severity of 
the disability. 
It must not be mistakenly concluded that the researchers that have been cited 
above claim that the coordination between service providers and parents can be an easy 
task.  On the contrary, they point out that the mere presence of service providers who are 
accustomed to work with different tasks and are guided by distinct philosophies in the 
same intervention site is not a guarantee for active and sustained coordination practices 
between them (Roffey, 1999).  More specifically, the causes of such problems arise from 
complexities due to training differences, the professional territorialism, the resource 
constraints, the communication gaps, the legal problems, the institutional deficiencies, the 
problems of space, the low political priority and lack of administrative support, the lack 
of qualified personnel, the lack of time, the inconsistent policies, the lack of leadership, 
the institutional inertia, the rigidity and the bureaucracy (Crowson & Boyd, 1993; Harbin 
& McNulty, 1990; Riley, 1992; Ross, 1990; Smrekar, 1996). 
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However, a number of principles that are required for effective coordination exist.  
These principles are the emergence of changes in the educational settings through the 
development of new ideas, the gradual evolution in the introduction of changes, the 
positiveness of all participants even though conflicts and disagreements can appear 
among them, the elimination of resistance and the long-range implementation of a plan 
(Korinek & Walther-Thomas, 1998).   
It is obvious that coordination cannot be mandated since it is a process that 
derives from the beliefs, the values and the commitment of the stakeholders.  It takes 
time, it can be affected by external events and must be nurtured to be sustained through 
continuous support, consistency and follow-up (Swan & Morgan, 1993).  The discussion 
on service coordination does not end here.  A detailed referral to the parameters of 
service coordination follows in the sixth section where a specific referral is made to the 
case of Cyprus and the children with hearing impairment. 
Before proceeding to that, I have considered the discussion of hearing impairment 
as essential in order to familiarize the readers with the parameters surrounding this 
disability.  Hearing impairment is presented here in a concise manner in order to include 
only those aspects that are necessary for an overview for this study.  Obviously, there are 
numerous issues surrounding such a discussion.  The following section merely attempts 
to briefly present only those issues that are considered essential for good background 
knowledge of hearing impairment since an elaborated presentation of this disability is 
beyond the scope of this research.  However, the references that have been incorporated 
provide a good source for further reading. 
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5. Hearing Impairment 
Hearing impairment is one of the numerous disabilities that exist nowadays.  The 
selection of this disability over other for this study was made for two reasons.  Firstly, I 
have worked as a teacher of children with hearing impairment for seven years in Cyprus.  
This has proved to be a positive factor since the current research was designed from a 
person who is aware of the reality of the specific country and consequently the issues and 
matters with which the particular service provision system is occupied.  In addition, this 
familiarity has increased my accessibility to the necessary information.  This attempt 
follows an international trend in education over the last years, which calls for the active 
involvement of teachers, problem solvers, administrators, and parents in research in an 
effort to make research trustworthy, useable and accessible.  This trend has been the 
result of the intense public criticism towards the service provision towards children with 
disabilities for adopting practices that lack the necessary research base to ensure correct 
choices for children (Gallagher, D., 1998; Mertens & McLaughlin, 1995; Reid, Robinson 
& Bunsen, 1995) since a number of research projects address “esoteric topics with 
limited anchoring in the real world” (Carnine, 1997, p. 513) and numerous researchers 
live in “an ivory tower” (Schiller, Malouf & Danielson, 1995, p. 372).  
The second reason for focusing on hearing impairment is that the selection of a 
single disability would eliminate “the possibility that the type of disability could be a 
confounding factor” in people’s beliefs (Freeman et al., 1999, p. 144).  In some cases, the 
inclusion of people with different disabilities in a single research has affected the 
outcomes of the study.  Therefore, I have chosen to focus on a single disability, which for 
practical reasons that were explained in the previous paragraph was the hearing 
impairment.  A thorough discussion surrounding people with hearing impairment follows 
immediately afterwards. 
Hearing impairment is a low-incidence impairment.  Statistics in the United States 
have shown that one in every thousand babies is born or become hearing impaired before 
the age of three and two in every thousand children will become hearing impaired during 
their early childhood (Lazzari, 1997).  Overall, these children represent between 1% 
(Lazzari, 1997) and 1.6% (Levitt, 1989) of the total population of children with 
disabilities.  Although some statistics have shown that this population of children is 
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decreasing (Levitt, 1989), others have shown that the overall population is stable but 
detect an increase in the population of children with hearing impairment, which have 
additional disabilities (Calderon & Greenberg, 1997). 
Even small, this population is highly heterogeneous based on a number of 
distinctions.   
The first distinction is the etiology of the hearing loss.  According to Calderon 
and Greenberg (1997) only 10% of the hearing losses are of hereditary origin and almost 
half are of unknown etiology.  Causes of hearing impairment include the meningitis 
(which is actually the leading cause of hearing impairment), the maternal rubella (which 
accounted for 50% of the population of children with hearing impairment in the United 
States special education programs in the 1970s and 1980s), otitis media and the 
prematurity (Heward, 1996).   
The second distinction is the age of onset of hearing impairment (Quigley & Paul, 
1989).  The children who acquire hearing impairment before the development of 
language (usually until the age of two) are called pre-lingually hearing impaired and 
perform significantly inferior to those children who acquire hearing impairment later in 
their life and are called post-lingually hearing impaired (Heward, 1996).  A referral on 
the communicative, linguistic and academic difficulties of children with hearing 
impairment is made towards the end of this section. 
The third distinction is based on the timing of the detection of hearing impairment 
(Fischgrund, 1995).  The timing of detection is considered important particularly when it 
is seen in conjunction with the time of the onset of intervention.  It has been shown that 
the time between detection and the engagement in an intervention programme is 
significantly shorter in the cases where the doctor detects the hearing impairment and not 
a primary caregiver (Calderon & Greenberg, 1997).  The advantages of early 
identification and intervention are discussed later in this section.   
The fourth distinction among people with hearing impairment is the level of the 
hearing loss.  Normal hearing is the one that is measured less than 25 in the decibel scale.  
Individuals with mild hearing loss perform between 25-40 in the same scale, those with 
moderate hearing loss perform between 40-60 dB, those with severe hearing loss between 
60-80 and those with profound hearing loss greater than 80dB (Kuder, 1997; Marschark, 
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1993).  The individuals with hearing loss of less than 80dB have sufficient residual 
hearing for successful processing of linguistic information, which is usually aided by a 
hearing aid and are called hard-of-hearing.  Those with profound hearing loss, have 
minimal or no residual hearing, are unable to use hearing to understand speech and are 
called deaf (Heward, 1996).  In general, individuals with severe or profound hearing loss 
(greater than 60dB) have significantly more difficulties in understanding speech even 
when it is strongly amplified (Calderon & Greenberg, 1997).   
The fifth distinction is the family history of hearing impairment.  The greatest 
majority of children (90%) are born into hearing families (Calderon & Greenberg, 1997).  
However, the familiarity of the parents with hearing impairment is an important element 
that affects the life of a child with hearing impairment in many ways.  Such ways are the 
readiness of the family, the mode of communication, the choice of educational placement 
and the emotional development and maturity of the child.  All of these implications in the 
life of the child are also discussed later in this section. 
The sixth distinction is related to the types of hearing impairments.  Conductive 
hearing impairments are those that involve the outer or middle ear and can be medically 
or surgically remediated (Mauk, et al., 1997).  Sensorineural hearing losses are those that 
involved the inner ear (Marschark, 1993).  Both conductive and sensorineural hearing 
losses can be unilateral or bilateral.  
The last distinction among people with hearing impairment is the mode of 
communication.  There are manual or oral modes of communication although researchers 
acknowledge the great variation that exists within these two modes of communication 
(Calderon & Greenberg, 1997; Lynas, 1994).  Like before, more details on the modes of 
communication and the subsequent educational approaches are provided afterwards. 
Various issues have surfaced through the presentation of the distinctions among 
people with hearing impairment.  These issues refer in greater or lesser extent to all of 
these subgroups of children.   
The first such issue is the importance of early identification.  In fact, children with 
hearing impairment like all groups of children with disabilities gain from early 
intervention.  Therefore, universal screening for all infants is an essential step for the 
early identification of children.  However, it is estimated that only 3-5% of infants are 
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screened due to the increased cost and the fact that many infants are released from the 
hospitals immediately.  As a result, the average age of identification in the United States 
is 2½ years of age, which means that many children do not receive the appropriate 
linguistic stimuli before that age (Mauk et al., 1997).   
The second issue is the need for an appropriate early intervention program that 
includes all educational, therapeutic, preventive and supportive services for young 
children with disabilities and their families.  Unfortunately, most of the times, 
intervention starts after the age of three or even four.  Early identification and the 
subsequent early intervention optimise the opportunities of language, speech, intellectual 
and psychosocial development and lead to greater linguistic and academic gains.  This is 
true for all children with hearing impairment regardless severity since all children 
experience a significant delay in the acquisition of communication skills.  Apart from the 
individual benefits from early intervention, there are societal benefits as well.  Early 
identification and early intervention decreases the overall spending for each child and can 
take the child from a self-contained classroom to a resource room.  In the United States, it 
is estimated that schooling in a resource room for twelve years costs $76,000 
(98,800CHF) whereas in a self-contained classroom costs $114,000 (148,200CHF)1 
(Mauk et al., 1997). 
Another issue is the educational placement of these children.  Currently, a variety 
of such placements exist.  Thirty percent of children with hearing impairment in the USA 
attend special schools (40% of those are day schools and the rest are residential schools).  
The residential schools tend to accommodate the needs of children with severe and 
profound hearing impairment and with multiple disabilities.  The remaining 70% of all 
children with hearing impairment attends public schools and is enrolled either in self-
contained classrooms or in resource rooms and utilises an interpreter or a resource 
teacher when attending a mainstreamed classroom.  In addition, children from rural areas 
tend to attend residential schools more than those from urban areas due to the 
unavailability of services in close proximity and the long distance of the appropriate 
placement (Marschark, 1993).  In Cyprus, 15% of children with hearing impairment 
attend the School for the Deaf, which is a day school.  Ten percent attend this school part 
                                                 
1 1 US Dollar=1.3 Euros 
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of the day and the remaining 75% attend mainstreamed programs.  Apparently, the trend 
calls for more placement of children with hearing impairment in regular schools due to 
the changes in the public policy, the acceptance of the use of sign language and the 
presence of interpreters in public schools and the new technological devices.  
Prerequisites for such a successful placement in regular schools are the good oral 
communication skills, the parental support, the average intelligence, the self confidence 
and the adequate support services i.e. special education, audiology and speech-language 
pathology (Heward, 1996). 
The fourth issue that has surfaced is the educational approaches that are used for 
these children.  Historically, there has been a controversy between the supporters of oral 
and the supporters of manual methods of communication.  Supporters of the oral methods 
favour an educational program that aims to acquire competence in the oral language 
through the utilisation of auditory training, speechreading, cued speech and the ability to 
produce speech (Hallahan & Kauffman, 1994).  Auditory training is the process of 
utilising the residual hearing of a person with hearing impairment by the use of 
amplification devices.  The early fitting of hearing aids is a crucial measure that enables 
the child to discover the meaning of words through the context from early on and to 
develop linguistic abilities.  Speechreading is the process of understanding a spoken 
message by observing the speaker’s face.  This process is extremely difficult and has 
limitations because of the resemblance of some sounds and the lack of identification of 
others.  Therefore, for better speechreading, people must sit in closed proximity, engaged 
in repetition and must have frequent interaction (Campbell, 1997).  Cued speech is a 
method to supplement speech by adding cues to help the person with hearing impairment 
to identify sounds that cannot be easily distinguished by speechreading.  These cues are 
not signs or manual alphabet but hand shapes that represent either vowels or consonants 
and are produced near the face to differentiate speech sounds.  This method is difficult, 
demanding, and time-consuming as well (Heward, 1996).  Obviously, oral programs do 
not allow the use of any kind of signing and, consequently, spoken communication is the 
predominant medium of communication. 
Supporters of the manual modes of communication either propose the 
simultaneous production of signs and speech or the sole use of sign language.  The first 
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method is called Total Communication.  For the supporters of Total Communication all 
modalities of communication (sign, speechreading, auditory training, amplification, cued 
speech, fingerspelling, the Rochester method) must be utilised in order to make use of all 
sensory mechanisms (Heward, 1996; Kuder, 1997; Lynas, 1994; Marschark, 1993).  Two 
new terms have been introduced in this paragraph.  Fingerspelling is the production of 
distinct hand shapes that are used to represent the manual alphabet and the Rochester 
method is the combined use of fingerspelling and oral methods (Heward, 1996).  
However, in Total Communication both the role and the extent of the use of signing are 
limited.  Signs tend to follow the spoken words, are used to support the oral language and 
do not follow the syntax of the sign language.  Supporters of Total Communication 
accuse the oralists for the low educational linguistic and speech achievement standards of 
children with hearing impairment in the previous decades and believe that oral methods 
are psychologically harmful for these children since they provide only partial information 
through speech.  However, opponents of Total Communication believe that this method 
has failed to raise the educational standards of deaf students, has not changed things 
considerably and uses the wrong sort of signing (Lynas, 1994; Marschark, 1993; Reagan, 
1985/1992). 
Supporters of the sole use of sign language call for the use of bilingual methods in 
the education of children with hearing impairment.  This method advocates that sign 
language is the natural language of these people and should be taught as their first 
language.  This trend was introduced over the last decade and has been the result of a 
number of linguistic studies that have shown that sign language is in fact a standardised 
language that uses the hands as the articulators and the facial expression, the bodily 
movement and the orientation as the supplements (Hallahan & Kauffman, 1994; 
Marschark, 1993).  Apart from the teaching of sign language, the bilingual approach 
advocates the teaching of verbal language as the second language of deaf children.  
However, this mode of communication places the acquisition of sign language first and 
the acquisition of verbal language second, unlike both the oralists and the supporters of 
Total Communication.  It is therefore crucial that the exposure to sign language be 
initiated as soon as possible since there are similar patterns in language acquisition of 
both sign and verbal languages.  Critics of the bilingual approach point out the difficulties 
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that may arise from the fact that the greatest majority of children with hearing impairment 
are born into hearing families in where the predominant language of the home is the 
verbal language and not singing.  From one hand, most families are not prepared to 
engage in such an educational approach and from the other many children remain 
undiagnosed until the age of two or even three (Lynas, 1994; Marschark, 1993).  
The fifth issue regarding the children with hearing impairment refers to the 
amplification devices and the cochlear implants.  Approximately 90-95% of children with 
hearing impairment have some residual hearing that can be utilised through the use of 
hearing aids.  Hearing aids are amplifiers that can be adjusted to specific frequencies 
within a comfortable listening range.  However, hearing impairment affects not only the 
volume but the clarity of the speech as well which is also influenced by the distance, the 
background noise and the reverberation.  Anyhow, everyone accepts that the earlier the 
fitting of hearing aids the better since they enhance the auditory training and the 
awareness of sounds, which stimulate learning.  The most popular type of hearing aid is 
the behind-the-ear.  Apart from hearing aids, there are other amplification or assistive 
devices.  Such a popular device is the FM system that is mostly used in classrooms since 
it allows the teacher to move freely (Hallahan & Kauffman, 1994; Kuder, 1997; Nozza, 
1997).  Another device that is less popular is the Vibrotactile Device that is used only for 
those children with limited residual hearing since it transforms sound into vibration and 
informs the body about the presence of sounds or speech.  The last device to be 
mentioned here is the cochlear implant.  Cochlear implants have started gaining in 
popularity particularly in the 1990s (Hallahan & Kauffman, 1994; Nozza, 1997).  It is a 
device that receives sound and transmits it as an electrical impulse in order to directly 
stimulate the auditory nerve fibers.  It can be suitable for those people who cannot benefit 
from regular amplification and meet certain audiological, health and psychological 
criteria.   
The sixth issue is related to the effects of hearing impairment on the academic 
performance of a child in speaking, reading and writing.  Obviously, the speech 
production of these children is delayed and distorted.  Common mistakes include 
phonological mistakes, substitutions of sounds, omissions of prefixes and suffixes, 
mistakes in the word order and the use of unique syntactic structures that make speech 
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difficult to be understood.  Moreover, mainstreamed children have a hard time with the 
linguistic and cognitive demands they face in the classroom.  Such demands include the 
question-answer routines, the amount of language and the control in the discourse 
(Schirmer, 2001).  In reading, children with hearing impairment show poorer 
performance than their non-disabled peers.  Statistics have shown that the reading 
comprehension of a 20-year-old person with severe or profound hearing impairment is at 
the 4.5-grade level.  Writing is another area of concern since sentences are shorter and 
less complex, include more errors, more omissions, unnecessary words, substitutions, and 
utilise incorrect word order (Kuder, 1997).  In general, people with hearing impairment 
have difficulties in the use of abstract vocabulary and expressive vocabulary (Kuder, 
1997).  This can lead to the lack of differentiation of concepts and affect the child’s 
understanding of science, mathematics, social studies and literature.  In addition, the 
semantics and the pragmatics of the language are affected (Athey, 1984).  However, 
Heward (1996) points out that the academic performance of these children is strongly 
correlated with the severity of the hearing impairment, the age and onset of the hearing 
loss, the socio-economic status and the family history of hearing impairment.  For 
example, the effects that were mentioned previously are more severe for those individuals 
with pre-lingual hearing loss or individuals with profound hearing loss (Heward, 1996).  
Marschark (1993) notes that children with hearing impairment that are born from parents 
with hearing impairment are better readers than those who are born from hearing parents.  
Unfortunately, due to the poor academic performance in speaking, reading and writing 
and their subsequent failure in standardised tests, these children are misunderstood to be 
of low ability even today (Hallahan & Kauffman, 1994). 
Numerous issues have been raised in this section that reveal the heterogeneity of 
the population of children with hearing impairment as well as the complexities that 
should be taken into account in any service provision system towards them.  This section 
has served as a liaison between the discussion on service coordination that preceded in 
the previous section and the presentation of the specific parameters of service 
coordination that are applicable in the case of Cyprus and the children with hearing 
impairment that follows right after. 
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6. Parameters of Coordination 
 
Harbin et al. (2000), in a very influential piece of work, have provided a line of 
thinking that pinpoints the complexities that a service delivery system may have.  The 
three scholars have proposed that only “an ecological cluster of interacting factors that 
appears to influence service delivery helps explain the complexities of service delivery” 
(Harbin et al., 2000, p. 387).  These interacting factors are the state context, the state 
policy, the daily service delivery practices, the service providers, the families and the 
relationship between families and service providers. 
It is true that, quite often, pieces of work that tend to analyse a system and 
particularly a service provision system, focus primarily on few or some of these factors 
but in isolation and ignore the importance of looking at them together.  This neglect could 
be explained either as the result of the ignorance of the significant interplay between 
these factors or as the result of the complexities that exist within them and create a 
feeling of uneasiness to those who attempt to discuss them in brief. 
Similar scepticism has bothered me as well.  However, I have decided to 
introduce a concise presentation of each factor even though I acknowledge that each one 
of them is very complex and a discussion around them could never be exhausted.  It must 
be also made clear that the following presentation does not provide a mere overview of 
the literature but a specific adaptation of each of these six factors to the country where the 
research was conducted by taking into consideration the reality that exists in that country 
and the topic under discussion. 
 
6.1 State Context 
The first interacting factor that Harbin et al. (2000) have proposed is the state 
context.  State context is a quite complex factor since it includes numerous elements (i.e. 
the history, the culture, the economy, the geography, the resources, the political climate, 
and the leadership of a country), which could also be divided in a number of subunits.  
However, a presentation of all aspects of each factor has not been the purpose of this 
study and what it follows is a brief account of those aspects that enables the reader to 
have an overview of the state context in which this research project was conducted. 
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The study has taken place in the island of Cyprus.  Cyprus has population of 
793,000.  Eighty-one percent of its population (640,000) is Greek Cypriots, 11% (87,000) 
is Turkish Cypriots and 8% (66,000) is foreign residents.  Sixty-nine percent of the 
population resides in urban areas and 31% in rural areas.  There are two official 
languages, the Greek and the Turkish.  However, English is widely spoken.  The capital 
and largest city is Nicosia with a population of 206,000 habitats and located at the centre 
of the island.  Over the years, the fertility rate has decreased to reach 1.6% in 2002.  The 
per capita income is Cy£9,050 (22,740 CHF)2 an amount that provides a very good 
standard of living to the greatest majority of the population.  In 2001, the public 
expenditure for health was 6.1% and for education was 5.9% of GNP respectively.  No 
referral is made regarding the expenditure for the social services (Cyprus Press and 
Information Office, 2003). 
During the course of this study and particularly the stage of data collection, major 
historical events took place in the island.  In December 2002, Cyprus has been accepted 
to become a new member of the European Union in May 2004.  Moreover, a series of 
intense unification talks under the auspices of the United Nations that lasted three months 
ended up in fiasco in March 2003. 
The state policy regarding the service provision towards children with disabilities 
follows.  
 
6.2 State Policy 
The second interacting factor is the state policy.  Gallagher defines state or public 
policy as “the rules and the standards that are established in order to allocate scarce 
public resources to meet a particular social need” (cited in Harbin et al., 2000, p. 403).  
The spectrum of social needs that each country has in all of its aspects is unlimited when 
compared to the scarce resources that are usually available.  A set of rules and standards, 
as they are expressed through the public policy and the legislation, determines this 
allocation of resources.  It is obvious that when allocating scarce resources to almost 
unlimited needs, the values of decision-makers become an inevitable part on which 
allocations are made, to whom and under what conditions.  Apart from values and the 
                                                 
2 1 CHF= 2.5 Cyprus Pounds 
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probable self-interest of the policy makers for the hierarchy of goals, public policy is 
based on the priorities of the society and the requirements or regulations with which a 
country has to abide due to its participation in an international organisation or forum.  
Moreover, the cost and the availability of personnel as well as the consequences of the 
decision-making can also affect public policy (Gallagher, J. 1992).  Consequently, “the 
role that facts and values play in policy development and policy implementation has 
become a topic of substantial interest” (Gallagher, J. 1992, p. 1). 
Policy development and implementation can also be the result of the 
universalization and the circulation of ideas across countries that characterize the modern 
world and can lead to policy borrowing (Ball, 1998; Buenfil-Burgos, 2000).  In fact, 
according to Ball (1998), state policy has become “a matter of borrowing and copying 
bits and pieces of ideas from elsewhere, drawing upon and amending locally tried and 
tested approaches, cannibalising theories, research, trends and fashions and not 
infrequently flailing around for anything at all that looks as though it might work” (p. 
126).  This epidemiology of policies has caused a misinterpretation of practices that are 
developed under different circumstances and in different contexts (Levin, 1998).  
However, the degree that this can happen depends on the resistances that exist in a 
country and the power of the local agenda and priorities (Ball, 1998; Levin, 1998). 
Both frameworks of thinking have guided the policies towards children with 
disabilities and in particular those that call for coordination between service providers 
and parents.  This is evident in the legislative revolution and the change in practices in 
the field over the last five years that were initiated in the United States in 1997 (United 
States Individuals with Disabilities Education Act, 1997), were spread in some countries 
like the United Kingdom almost simultaneously (Great Britain Department for Education 
and Skills, 1998; Great Britain Department for Education and Skills, 1999) and 
eventually touched other countries few years later (Ballard, 1996; Chen, 1996; Cyprus 
Children with Special Needs Education Law, 1999). 
The presentation of the international trends regarding the state policy on children 
with disabilities follows whereas the presentation of the Cyprus state policy is provided 
in a separate subsection due to the special interest that this research places on this 
country. 
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Until the 1970s, in the United States, parents were passively told by service 
providers “what to do with their children, if their children would be accepted or how they 
would be educated” (Bruder et al., 1997, p. 509).  Following the enactment of a law in the 
mid 1970s students with disabilities “gained the right to equal access to educational 
opportunities and special education programs began to be widely available in the nation’s 
public schools” (Wood & Lazzari, 1997, p. 8).  However soon after, researchers, policy-
makers as well as families and advocacy groups realised the vital role of early 
intervention and started paying attention to those children under the age of three that until 
then were either not served at all or under served.  This increased interest finally led to a 
new legislation that nowadays requires compulsory intervention plans for all children 
under the age of three which have disabilities (United States Individuals with Disabilities 
Education Act, 1997).  This breakthrough in the field of early intervention in the United 
States has mandated, among others, compulsory and free intervention to all infants and 
toddlers born with disabilities and the creation of an Individualised Family Service Plan 
(Bruder et al., 1997; United States Individuals with Disabilities Education Act, 1997).  
The changes that this legislation has brought are described in the next paragraph through 
a comparison of the services that existed before and after its enactment. 
In general, before the 1997, the service provision system was serving only 
children with disabilities with evidenced and measurable delays.  This system was 
waiting until these children were referred to it.  Once a child entered an intervention 
program s/he had to confine only to those services that the program offered.  These 
services were primarily child-centred and autonomous since service providers from 
different disciplines worked autonomously in multidisciplinary teams.  After the 
enactment of the Individuals with Disabilities Education Act of 1997, the philosophy of 
the service provision along the practical application of the services has changed even 
though a number of discrepancies are observed.  Nowadays, this system does not only 
serve children who are diagnosed as disabled but those in risk too.  In addition, it is 
engaged in an active search for these children in order to find them as early as possible.  
The array of services that is provided is wide, pending on the needs of each child, 
coordinated and comprehensive.  Moreover, these services are family-centred since they 
do not target only the child but the family as well.  They also require the involvement of 
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service providers from different disciplines that work together in interdisciplinary or 
transdisciplinary teams (Harbin et al., 2000).   
One can easily extrapolate the assumption under which the Individuals with 
Disabilities Education Act of 1997 works.  The first assumption is the realisation that an 
early treatment is better than a late treatment. The second assumption is the belief that the 
involvement of service providers from numerous professional disciplines is better than 
the involvement of service providers from a limited spectrum of disciplines.  The third 
assumption is the realization that families are important and should be involved in an 
intervention program.  The fourth assumption is the need for qualified personnel.  The 
fifth and last assumption is the need for attention towards children at risk (Gallagher, J. 
1992). 
A similar path in the legislation around the same years has been observed in the 
United Kingdom.  In this country, the Warnock Report in 1978 brought sweeping 
changes in the field of service provision towards children with disabilities.  Particularly, 
the Warnock Report dealt with the role of parents since it acknowledged the parental 
special knowledge on their children and the fact that service providers lack essential 
information without the parental contribution.  It therefore changed things considerably 
by requiring parent-professional partnerships in special education (Armstrong, 1995).  As 
a result, parents started taking up the role of an active participant in their child’s 
assessment procedures along service providers from different disciplines.  Critics to this 
report claimed that the Warnock Report, even though it provided an encouragement so 
that these changes take place, it did not guarantee the parental participation especially in 
the decision-making processes and it safeguarded the leading roles that service providers 
have had.  However, over the last five years, the service provision system in the United 
Kingdom has also been marked with an increasing interest in service coordination and in 
parental participation.  Gradually, service coordination has become a requirement in the 
provision system towards all children with disabilities (Great Britain Department for 
Education and Skills, 1998; Great Britain Department for Education and Skills, 1999).  
The role of the special education needs coordinator has been introduced which provides 
increased responsibilities for the daily operation of the school’s special education policy 
in the level of school administration and management, in the assessment, in the planning, 
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in teaching, in curriculum support, in the coordination with parents and in the in-service 
training and development of school personnel (Westwood, 1997). 
 
6.2.1 State Policy for People with Disabilities in Cyprus 
As mentioned a while ago, I have devoted a separate subsection on the state 
policy for people with disabilities in Cyprus in which I present a detailed account of the 
policies of the three ministries that are primarily involved.  This was considered essential 
due to the special interest that this study has on Cyprus and the unfamiliarity of many 
readers with the policies of this country.  
The salient features of the governmental policy concerning persons with 
disabilities in Cyprus are the safeguarding of the equal rights and equal opportunities, the 
promotion of the full and equal participation in the social and economic life, the de-
institutionalisation and promotion of independent living, the provision of means and 
resources for a respectable living, the provision of financial assistance to their 
organizations and the implementation of programmes that target the medical 
rehabilitation and care as well as the education and training.  The current policies are in 
accordance with several international instruments such as the Unites Nations Standard 
Rules on the Equalization of Opportunities for Persons with Disabilities and the Council 
of Europe’s Recommendation No. R (92)6, on a “Coherent Policy for People with 
Disabilities”.  Other international instruments that the government of Cyprus has ratified 
are the International Covenant of Economic, Social and Cultural Rights, the International 
Covenant on Civil and Political Rights, the Convention on the Rights of the Child, the 
Article 15 of the Revised European Social Order concerning the right of person with 
physical and mental disabilities to vocational rehabilitation and social resettlement and 
the International Labour Organization [ILO] Rehabilitation and Employments (Disabled 
Persons) Convention No. 159 and Recommendation No. 168 (Cyprus Department of 
Labour, 2002). 
Mainly, three governmental ministries are involved in the services for persons 
with disabilities.  These are the Ministry of Health, the Ministry of Labour and Social 
Insurance and the Ministry of Education. 
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6.2.1.1 Ministry of Health 
The Ministry of Health is responsible for the prevention of disabilities through 
organised campaigns that aim to increase the public awareness about existing programs 
and actions that could eliminate the possibilities for the appearance of a disability.  Apart 
from programs of general interest such as those that focus on the eating and drinking 
habits of the population, the Ministry of Health is engaged in more specialised programs 
that target the infant screening of Down Syndrome and the compulsory testing for sickle-
cell anaemia of all those citizens before their marriage.  Beyond such preventive 
programmes, the Ministry of Health is responsible for the provision of medical care, 
treatment and rehabilitation to people with disabilities.  As a result, all people with 
disabilities, regardless financial status, are entitled to free public health care.  However, a 
thorough description of the responsibilities of the Ministry of Health regarding the 
children with hearing impairment, as the representative of this ministry through an 
interview has presented it, is contained in Section 11.1.8 of the Empirical Part of this 
study. 
 
6.2.1.2 Ministry of Labour and Social Insurance 
The Ministry of Labour and Social Insurance is entrusted with the coordination of 
all activities on persons with disabilities, the provision of social services and social 
benefits, the vocational rehabilitation and the social integration.  Mainly the law number 
127(1) of 2000 and the law number 8 of 1991 guide the policies of the Ministry of 
Labour and Social Insurance. 
The more recent of these two laws that has been enacted in July 2000 designates 
the basic rights of persons with disabilities.  These rights are the right of early 
identification and intervention, the right of access to any telecommunication and other 
apparatuses, the right of an interpreter in all public activities and on television, the right 
of vocational rehabilitation and the right of a monthly allowance based on the cost of 
living.  For the current law, the refusal of service provision, the provision of services of 
lower standards and the lack of changes in the services constitute a violation of the equal 
treatment of people with disabilities (Cyprus People with Disabilities Law, 2000). 
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Additionally, this law has established the Rehabilitation Council that since then 
has adopted a central role in the coordination of all activities in the field of disabilities 
(Cyprus People with Disabilities Law, 2000; Cyprus Department of Labour, 2002).  The 
ministers or the general directors of the Ministry of Finance, the Ministry of Labour and 
Social Insurance, the Ministry of Education and the Ministry of Health along 
representatives of four associations of persons with disabilities and representatives of the 
Workers’ Unions and the Employers constitute this council.  Among others, the 
Rehabilitation Council provides counselling for the assessment of the public policy and 
the legislation on issues related to people with disabilities, coordinates non-governmental 
organizations, which deal with issues on people with disabilities and monitors the 
implementation of actions that target these people.  Lastly, the law of 2000 has created a 
“Fund for Special Needs” through which the social, economical and vocational 
rehabilitation of people with disabilities are promoted.  Actions that derive from this fund 
are the provision of an allowance for the education of people with disabilities in Cyprus 
or abroad and the creation of enterprises that will employee people with disabilities. 
 
6.2.1.3 Ministry of Education and Culture 
The Ministry of Education is responsible for the education of children over the 
ages of three.  According to the rulings of the European Community of June 1993, the 
rating of education in Cyprus, quantity and quality wise, is comparable to those of the 
more developed countries.  The following statistics are indicative of the situation in the 
education system in Cyprus.  Education is compulsory until the age of fifteen and through 
the establishment of a nine-year basic education.  Almost all students (99,9%) who 
graduated from primary school in 1995-96 enrolled in secondary education (both private 
and public).  Eighty-eight percent of those, graduated from the Gymnasium (Lower Level 
of Secondary Education) and 79% graduated from the Lykeion (Upper Level of 
Secondary Education).  In addition, in the academic year 1994-95, 57% of the Lykeion 
graduates were enrolled in tertiary education, locally and abroad.  In 1999-2000 at all 
levels of education, there were 1,210 schools, 163,654 full-time students and 11,567 full-
time teachers giving a student/teacher ratio of 14,1 (Cyprus Ministry of Education and 
Culture, 2000; Cyprus Press and Information Office, 2003). 
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The next subsection discusses the state policy of this ministry specifically on the 
education of children with disabilities. 
 
6.2.1.4 Special Needs Education 
Until the 1990, children with disabilities in Cyprus were mostly attending special 
schools, the majority of which were residential and located in Nicosia.  Service providers 
that were trained to work with these children were working solely in those schools 
keeping in isolation these children from their ‘non-disabled’ peers.  The pendulum of 
changes in legislation calling for courageous steps towards the education of children with 
disabilities hit the island in 1991.  Considerable changes were initiated then through the 
enactment of a piece of legislation that introduced mainstreaming.  Since then, the aims 
of Special Needs Education of the Ministry of Education in Cyprus are to seek and ensure 
the promotion of opportunity equality and to exploit the potential of children with 
specific educational needs.  This policy is in line with the policy of the European Union, 
which was adopted by the European Convention for the Protection of Human Rights to 
achieve the successful integration of disabled people within their social and working 
group (Cyprus Ministry of Education and Culture, 2000). 
In July 1999, a new Educational Act for Special Education has been drafted and 
enacted by the House of Representatives (Cyprus Children with Special Needs Education 
Law, 1999).  This law acknowledges the state’s responsibility towards children with 
special needs and the creation of a non-restrictive environment for these children.  More 
specifically, the governmental policy supports the integration of children with disabilities 
into the ordinary educational system and provides them the opportunity to grow and learn 
together with their ‘non-disabled’ peers. 
In addition, the new law requires the establishment, in each educational area, of 
an Evaluation Committee that is responsible for the evaluation of those children referred 
to it and for providing suggestions to the Director of Primary Education regarding a 
possible educational placement and an appropriate educational provision though a written 
Individualised Education Plan.  This committee is constituted by a representative of the 
Ministry of Education, a representative from the level of education that the child belongs, 
a special educator, a clinical psychologist, an educational psychologist, a speech-
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language pathologist and a social worker.  However, this team of service providers can be 
expanded pending on the needs of the child.  Parents are obliged to bring the child to the 
Evaluation Committee and are allowed to participate in it.  They must be also informed 
before the referral of their child to this committee.  In the case of children under the age 
of three, parental consent is required in advance.  Moreover, a notification letter must be 
sent in advance to all parents regardless of the children’s age, which provides them with a 
thirty-day response period.  This letter must also include detailed information about the 
time, the place and the purpose of the evaluation as well as the name of a contact person.  
Parents must also be informed through this letter of their right to participate in this 
committee.  Parents are also allowed to provide information and suggestions to the 
Evaluation Committee and be present in the actual evaluation of their child.  If they wish, 
a service provider of their choice can accompany them.  The evaluation, along the 
suggestions of the Evaluation Committee, is then notified to parents who can appeal this 
and provide alternative suggestions.  In such case, this committee must evaluate the 
parental appeal and respond once more. 
Furthermore, the new legislation assigns a connecting officer to each child.  When 
the connecting officer receives the report from the Evaluation Committee, s/he is 
responsible to establish, along the educators and the parents of the child, an 
Individualised Education Program for each child.  This program must include the 
academic knowledge and skills of the child for each academic subject, the self-care skills 
and the emotional development skills.  Moreover, the connecting officer is responsible 
for the provision of support and guidance to both the children and the parents.  S/he is 
also charged with the coordination of the school administration and personnel in order to 
achieve an effective intervention for the child and for providing solution to any problems 
that arise in a school.  Finally, s/he provides an evaluation report for each child every six 
months and along the school administration compiles a report that includes the views of 
the parents, the school administration and the teaching personnel at the end of each 
school year. 
Lastly, the new law has established a mechanism of early detection of children 
with disabilities that requires the involvement of a range of service providers and parental 
associations (Cyprus Children with Special Needs Education Law, 1999).  Each person or 
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institution that is aware of the presence of a child with disabilities is obliged to notify this 
mechanism of early detection that, in its turn, initiates all the necessary measures to start 
the evaluation and the assessment of the child. 
The application of this legislation has also brought changes in the daily practices 
of the service delivery towards a child even though some of these changes have been 
taking place since the enactment of a previous law in 1991.  The most common practice 
for children with disabilities in kindergartens or elementary schools is to spend a small 
part of a day (2 or 3 periods out of the 7) in a resource room along a primary service 
provider i.e. a special educator and the rest of the day to attend the mainstreamed 
program along their non-disabled peers.  When needed, the child receives service 
provision from a secondary service provider i.e. speech-language pathologist as well.  
Most of the times, the program that the child attends is provided on an individualised 
basis.  During the time that the student with disabilities is mainstreamed in the regular 
classroom along his/her classmates, the presence of a service provider in this classroom 
to assist the child or the mainstreamed educator is possible.   
Apart from this type of educational provision, children with disabilities can attend 
a self-contained classroom that may be established in a regular school.  Usually, students 
that attend such a classroom, spend the majority of the day there and only a couple of 
hours in a mainstreamed classroom.  Most often, a range of service providers works in 
self-contained classrooms, which group students with similar needs into small groups for 
instruction. 
In secondary schools, the daily special education practices are different primarily 
because the students receive individualised support from their mainstreamed educators.  
This pullout program works similarly with the one in the elementary schools apart from 
the fact that the providers are the mainstreamed secondary educators of the students who 
teach only the main academic subjects.  In most cases, these educators receive some in-
service training before taking over these responsibilities.  In the secondary schools, the 
connecting office of each student visits the mainstreamed educators and discusses with 
them the Individualised Education Programme that is set for each child.   
Despite the efforts to mainstream all children with special needs, the state 
continues to run special schools for all types of disabilities particularly for those children 
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with severe mental, physical, sensory and emotional disabilities.  The following 
paragraph provides the corresponding statistics for the attendance of students with 
disabilities in the various educational options that are offered by the Ministry of 
Education in Cyprus towards these students.  
A total of 4,500 children with disabilities attend individualised programmes in 
regular schools offered by 280 service providers (special educators, speech-language 
pathologists, psychologists etc), 95 teacher’s aids and 184 child attendants.  Integration 
into the mainstream education has been particularly successful in the case of children 
with hearing impairments and visual impairments and the overall number of children 
attending the corresponding special schools has been increasingly diminishing.  In the 
1999-2000 school year, 319 students were enrolled in nine special schools employing 108 
specialised personnel.  Every effort, however, is made to encourage the development of 
links between special and ordinary schools and to promote social integration.  The 
estimated cost for a mainstreamed programme for the school year 1995-96 was Cy£4,440 
(11,200CHF) per student. 
Students with disabilities can attend institutions of tertiary education as well.  
Each such institution is responsible to provide an Individualised Education Program to its 
students along direct translation, translation of texts, provision of audiovisual aids, sound 
proofing environment and access to the text and the notes of the instructors.  Moreover, 
each institution is obliged to hire all the necessary personnel i.e. a special educator or a 
speech-language pathologist that is needed for the successful enrolment of these students.  
The current Special Education Law in Cyprus along the other laws that direct the 
policies and practices of all ministries that are primarily involved in the service provision 
system have set the appropriate bases that are in accordance with the current European 
and international legislation on the persons with disabilities.  Overall, state policies shape 
the framework in which the daily practices of the service provision system take place.  
The next subsection discusses the daily application of such policies through the 
description of the service delivery model that exist nowadays. 
 
 46
6.3 Daily Practices of Service Delivery 
As already mentioned, the third interacting factor that influences service provision 
is the daily practices of service delivery.  In fact, the daily application of a policy is a 
crucial stage since it shapes the reality that the stakeholders encounter constantly.  This 
section provides a portrait of the major service delivery models that has derived from the 
literature.  For the sake of a clearer presentation and for the convenience of the reader, 
these models have been separated into four categories and were given titles that describe 
their content.  The first category segregates the models based on the traditional criteria of 
separateness, the second category segregates the models based on their historical 
evolvement, the third category segregates the models based on the teams that are 
formulated between parents and service providers and the last category segregates the 
models based on an ecological cluster of factors.  The last category is based on the work 
of Harbin et al. (2000) and is being discussed with the greatest detail since it abides with 
the philosophical approach of this research study and of myself.  The selection of the 
particular title of this category, even though was made by me, it is totally justified since 
the three scholars that have described these models have incorporated the holistic 
approach in their effort to evaluate and group the various models that exist in the United 
States.   
Apparently, all service delivery models that exist in the service provision system 
towards children with disabilities contain an integral part that deals with coordination.  
For this reason, I have chosen to use the terms ‘service delivery models’ and ‘service 
coordination models’ in the description that follows in order to show their 
interdependence and interconnection and does not intend to cause any confusion to the 
reader.  In addition, in the following section, I mostly discuss the family and coordination 
aspects of each model for obvious reasons.   
 
6.3.1 Distinction based on Traditional Criteria of Separateness 
As already mentioned, the first criterion of separateness is the location of 
intervention.  Models have been separated into hospital-based, home-based, or school-
based (Britner & Phillips, 1995; Cardone & Gilkerson, 1992; Gilkerson, Gorski & Panitz, 
1990; Gottwald & Thurman, 1990; Long, Artis & Dobbins, 1993; McWilliam & Bailey, 
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1994).  The primary focus of such studies has been on the importance of each location of 
intervention.   
In the case of hospital-based intervention, the emphasis is placed on its 
essentiality particularly for infants and toddles as well as families who undergo a period 
of stress and confusion (Cardone & Gilkerson, 1992; Gottwald & Thurman, 1990).  In 
addition, Van Custem (1996) pinpointed the benefits from the presence of an amalgam of 
service providers in the hospital and stressed out the possible weaknesses that can arise 
due to the different approaches of the service providers. 
School-based interventions serve children with disabilities either on an 
individualised basis or in small groups in a special educational setting outside the home.  
These programs offer the combined services of service providers that have a range of 
expertise and work in a highly equipped environment (Donahue-Kilburg, 1992; Heward 
& Orlansky, 1988). 
Service providers implement home-based programmes at the homes of the 
families through scheduled weekly and bi-weekly visits (Donahue-Kilburg, 1992; 
Heward & Orlansky, 1988).  These programmes emphasise the benefits of intervention in 
the natural environment of each child, the individualised instruction, the need for family 
observation and the use of family resources (Noonan & McCormick, 1993).  Home-based 
service providers teach parents to work with their children at home and aim towards the 
generalizability and maintenance of the learnt behaviours (Donahue-Kilburg, 1992). 
Apart from the benefits that each location of intervention provides, some studies 
have urged for the need for compatibility between these intervention sites when children 
participate in more than one (Britner & Phillips, 1995) or have pinpointed the role of the 
family and the importance of its active participation (Deslandes, 1999). 
The second criterion of separateness is the target or the focus of intervention.  
Such programs are separated either to child-centred or family-centred.  Child-centred 
approaches emphasise the direct delivery of services to children in order to meet all their 
needs.  Only rarely these programs direct their services towards parents or the entire 
family (Bailey, McWilliam & Winton, 1992; McWilliam et al., 1995). 
Family-centred intervention places the entire family in the centre of intervention.  
A number of definitions or descriptions have evolved regarding the family-centred 
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approaches.  According to Long et al. (1993) family-centred care recognizes that family 
is the only constant in the child’s life and accentuates the importance of coordination 
between parents and service providers.  Dunst, Johanson, Trivette and Hamby (1991) 
have referred to family-centred practices as “a combination of beliefs and practices that 
define particular ways of working with families that they are consumer driven and 
competency enhancing” (p. 115).  Odom and Mc Lean (cited in McWilliam et al., 1995) 
say that family-centred approaches are those “concerned about the welfare of the family 
and the welfare of the child rather than exclusively on the child”.  Furthermore, 
McWilliam et al. (1995) describe family-centred programs as those that incorporate the 
responsiveness to family priorities, the empowering of family members, the employment 
of a holistic (ecological) approach to the family, and finally the demonstration of an 
insight and sensitivity to families.  According to Baird and Peterson (1997) such practices 
recognise that the family is the expert, the ultimate decision-maker, the only constant in 
the life of the child and therefore its priorities and needs must be accepted and taken into 
consideration.  Family-centred approaches encourage a collaborative relationship 
between the family and the service providers and therefore respect differences.  They can 
also provide their own guidelines and techniques for the evaluation, the assessment and 
the design of a program.  Under these circumstances, family-centred practices can 
improve the child-find and referral services, the funding, the networking and 
developmental outcomes and become responsive to the family priorities and increase the 
awareness of early intervention services (Garrett, Thorp, Behrmann & Denham, 1998).  
Even though family-centred approaches appear to be more comprehensive than 
child-centred approaches, child-centred approaches are still very popular.  Numerous 
explanations are provided for this preference.  Some scholars believe that this preference 
is caused by the lack of training of service providers on family-centred approaches, the 
lack of time, and the feeling of overwhelm that service providers experience nowadays 
about their expanded roles (Bailey et al., 1991; Bailey, et al., 1992; Buysse & Wesley, 
2001; Cooley & Yovanoff, 1996; Friend, 2000).  Bailey et al. (1992) add the lack of 
administrative support, the professional attitudes and the perceived lack of interest on 
behalf on the families that make the implementation of family-centred programs even 
harder.  Moreover, McWilliam et al. (1995) propose that the family, in fact, “expect the 
 49
focus to be on the child” (p. 3) since the family satisfaction with a child focus is natural 
and the family-centred approaches are complex. 
The third criterion of separateness is the process of intervention.  A number of 
intervention programs place emphasis on the evaluation and the assessment whereas 
others on intervention.  The programs that are geared more towards the evaluation and 
assessment either adopt an one-test, multi-domain assessment or engage in more 
traditional ways and therefore use instruments that assess separately the cognitive, motor, 
language and psychological skills of the child (Fewell, 1991).  However, more and more 
people express their preference to a combination of both methods and emphasise multi-
assessment in all domains, multi-measures in multi-settings that derive from multi-
informants (Davis, Kilgo & Gamek-McCormick, 1998). 
Those programs that are geared mostly towards intervention, but without 
excluding an evaluation and assessment component, can be separated based on the age 
groups they serve.  Early intervention programs usually target children from birth to three 
and early childhood programs target children from birth to five.  For years, such 
programs were seen as a playtime or a program that was providing primarily socialization 
opportunities.  More recently, early intervention and early childhood programs have 
gained in popularity since families and service providers alike have recognised their 
utility as a result of theories that have proposed it, research studies that have proven it, 
policy that has adopted it and practical knowledge that has supported it (Meisels & 
Shonkoff, 2000).  Such programs have not targeted solely on children with disabilities 
but also on children at risk and on those that belong to low-income families as a 
preventive measure.   
The fourth and final criterion that is used to separate models of service delivery 
and coordination is the philosophical orientation of the program.  The most popular and 
widely used philosophical orientations are the behaviourist, the Piagetian, the ecological, 
the transactional and the psychoanalytic.   
The intervention programs that adopt a behaviourist approach recognize a 
significant role to the adults in the child’s environment.  The adults present various 
stimuli to the children, the children respond by imitating, and the adults reinforce the 
appropriate behaviour and punish the inappropriate one (Donahue-Kilburg, 1992; 
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Wolery, 2000).  Interventionists assume a very important role to question and prompt the 
children and to assess their performance through the utilization of count, duration and 
latency (Stoddard & Vacante, 1998).  Behaviourists encourage a highly structured family 
environment that is secured through parental training and parent-child behaviour 
modification programs (O’Shea et al., 1998).   
Even though intervention programs with a behaviouristic approach have been 
declared outdated and have been overthrown from the field of disability, some of their 
elements are still present.  Particularly, service providers (i.e. educators and speech-
language pathologists) who work with children with hearing impairment still use the 
principles of reinforcement and assess the children based on the behaviouristic methods.  
Parental training sessions are also extremely popular in where service providers instruct 
parents how to cope with hearing impairment.  However, increasingly, such practices 
face the opposition of parental advocacy groups that reject the approaches in where the 
parents remain passive recipients of the service providers’ expertise.  
Programs that adopt a Piagetian orientation accentuate the role of the child as an 
inherently active constructing organism (Hodapp, 1998) and accept that cognition and 
language development derive through the sensory-motor experiences of the child 
(Donahue-Kilburg, 1992; Marschark & Everhart, 1997; Pulanski, 1980).  Therefore, if the 
child’s environment contains few stimuli, the child “is unlikely to develop the cognitive 
structures necessary to proceed to higher levels of intellectual functioning” (Athey, 1985, 
p.24).  The role of an interventionist becomes less structured and does not aim towards 
correcting the children but towards inspiring their intrinsic motivation and making them 
self-directed learners (O’Shea et al., 1998; Pulanski, 1980).  Such programs assume a 
normal environment that surrounds the child and do not capture the family variation and 
the social dynamics around each child (Hodapp, 1998; Horowitz, 1987).   
The Piagetian approach is still quite popular among the intervention programs 
towards children with hearing impairment.  Such programs are categorised based on their 
emphasis i.e. metacognitive programs, cognitive operations programs and problem-
solving programs (Martin, 1985).  According to Martin (1985) even though specific 
deficiencies on some cognitive tasks like the analogy and the opposition do exist, there is 
no evidence to suggest that children with hearing impairment have less than normal range 
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of intellectual potential.  In fact, Furth (1966) hypothesised that any deficiency in 
cognitive tasks can be the result of limited stimulation and not of language deficiency.  
Educators and speech-language pathologists who adopt this approach stress the 
importance of the use of multi-sensory stimuli with all children with hearing impairment 
from early on.  Even children who use sign language must be exposed to it as early as 
possible. 
Intervention programs with an ecological orientation accept that child 
development is complex, and is influenced by the presence of a large set of factors that is 
damaging or facilitating for children (Horowitz, 1987).  Children participate and develop 
through many interconnected personal environments and contexts (Bronfenbrenner, 
1979) that are dynamic (Hodapp, 1998).  Inevitably, the focus of such programs is placed 
not merely on the parenting patterns of a family but also on the full range of family and 
neighbourhood conditions (Halpern, 2000).  Interventionists try to enhance the child’s 
ecosystem that includes a number of learning settings such as the home, the school and 
the community. 
The influence of the ecological model on the service provision towards children 
with hearing impairment has increased over the years, which is evident based on the 
popularity of family-centeredness and coordination. 
Programs that utilise the Transactional Model adopt strategies that are constructed 
on the interplay between the child and the family.  Interventionists put into practice the 
three strategies (remediation, redefinition, reeducation) that were described in the section 
that presented the theoretical propositions.  In brief, remediation aims to change the child 
with eventual changes occurring to the family, redefinition targets the facilitation of 
appropriate parenting particularly in those cases that an alteration of parental beliefs and 
expectations towards the child is needed and reeducation refers to teaching parents how 
to raise their children in those cases that “parents do not have the knowledge base to use a 
cultural code to regulate their child’s development” (Sameroff & Fiese, 2000, p. 153). 
The strategies that derive from the Transactional Model are used in the 
interventions towards children with hearing impairment.  An example where reeducation 
is used is in the case of hearing parents of deaf children where parents lack signing skills 
and knowledge regarding the norms of the Deaf culture.  Redefinition is also applied in 
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the case where the presence of hearing impairment in the child negatively affects the 
parental expectations. 
Programs that adopt the psychoanalytic orientation place a significant importance 
on the parent-child relationships particularly during the first year of life (O’Shea et al. 
1998).  Such programs foster the individuality and meaning, the importance of motives 
and morality, the significance of emotions and the centrality of caring relationships 
(Emde & Robinson, 2000).  They also regard all pathology as the exaggerated, 
uncontrolled or maladjusted activity of normal components of personality (Baldwin, 
1968). 
The psychoanalytic orientation has not been particularly popular in the case of the 
intervention programs children with hearing impairment since stakeholders in the field 
refuse a connection between the presence of hearing impairment and the parent-child 
relationship.  
Obviously, the establishment of an educational program based on a particular 
theory is not an easy task and can retain dangers due to the vagueness of some theoretical 
propositions that can lead to different and sometimes contradictory educational practices 
or the realisation that an educational practice i.e. the discovery learning is compatible 
with the propositions of both behaviourists and Piagetians alike (Murray, 1992).  
Therefore, the attempt to link a specific theoretical orientation to an intervention program 
is somehow controversial and superficial since probably all intervention programs 
incorporate characteristics of more than one theoretical orientation.  However, the 
separate presentation of the possible intervention programs that could derive from the 
above theoretical orientations is made for clarification purposes and it is necessary in 
order to provide the practical application of these theories that otherwise would remain 
quite abstract. 
 
6.3.2 Distinction based on the Historical Evolvement 
A number of researchers have suggested a different distinction among the service 
delivery and coordination models that is based on their historical evolvement (Appleton 
& Minchom, 1991; Dale, 1996; Dunst et al, 1991; Hornby, 1995; Karnes & Stayton, 
1988; Roberts, et al., 1998; Ruchat, 1998; Turnbull, Turbiville, & Turnbull, 2000).  These 
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models have evolved through the years along or immediately after essential socio-
political changes that happened in a country.  The following presentation corresponds to 
the historical evolvement of these models as it has been observed in the United States and 
the United Kingdom even though similar or slightly later evolvement has been observed 
in other countries of the Western world.  It must be noted here that the timetables that are 
provided are merely indicative since, even today, elements of all of these models exist. 
The historical evolvement starts with the parent counselling/psychotherapy model 
or the medical model that flourished in the 1950s and 1960s.  This model was 
emphasising the diagnosis and treatment that was provided by experts.  The assumption 
of this approach was that children with disabilities create family pathology and therefore 
the only appropriate treatment was the counselling/psychotherapy.  At the same time, the 
basis of such treatment was the diagnostic categorisations and the clinical judgment.  
Service providers were the experts, made the diagnosis and provided a treatment since 
they were regarding families as deficit or pathological and therefore unable to determine 
their own needs.  Evidently, through such program, families became stigmatised (Loubat, 
1994; Turnbull et al., 2000).   
The second model that prevailed in the 1960s and 1970s was the family 
involvement model, parent-deficit model or transplant model.  The assumption of this 
approach was that children with disabilities would learn more and overcome their 
disability if parents would continue their instruction at home.  As a result, service 
providers were training parents to implement interventions that service providers 
considered as necessary.  The service providers were still the main source of expertise but 
had also started to acknowledge the benefits of utilizing parental assistance in their 
efforts (Turnbull et al., 2000).   
The third model is the family-centred model or the consumer model in the 1980s.  
The basic assumptions of this model were that the family is the only constant in the 
child’s life and coordination between service providers and families should be 
encouraged.  This model considered the family as a major source of strength that derives 
from its capacities, its values, its talents and its possibilities.  Since the introduction of 
this model, parents have been increasingly gaining decision power and service providers 
have been starting to get training on family issues as well.  This trend came along or was 
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the result of the family support movement that began in the 1980s and shaped the social 
policy in the United States.  This policy initiative was family driven, acknowledged that 
all families have strengths and can learn, aimed towards preventing dysfunction, devoted 
resources to the family, encouraged the use of informal and formal support systems, built 
on the community capacity and aimed for flexible and rapid responses across all families 
(Dunst et al., 1991; Turnbull et al., 2000; Walker & Singer, 1993). 
It is apparent that for years there was a widely held belief that “service providers 
both know and do what is best for their clients” (Skrtic et al., 1996, p. 142).  These 
authors have grounded this claim in objectivism that “asserts that service providers will 
apply their objective knowledge to human problems in a disinterested way, in the interest 
of their clients rather than for personal gain” (Skrtic et al., 1996, p. 142).  As a result 
Schein believes that “the relationship between service providers and clients took the form 
of a monologue, the familiar one-way conversation in which service providers prescribe 
and clients merely accept their prescriptions on faith” (cited in Skrtic et al., 1996, p. 142).  
Turnbull et al. (2000) have supported the same argument and have said, “parent-
professional partnerships have been traditionally marked by the presence of these 
dominant-subordinate power structures” and that “professionals most often have had 
control of information and resources that were needed by families in order to help their 
children” (p. 630). 
However, over the last decade, the model of collective empowerment was 
introduced.  The basic assumptions of his model is the centrality of the family, the family 
choices are the basis of decision making and the focus of intervention is the family 
strengths and capabilities.  Service providers “primarily assume the role of facilitator, 
collaborator, or partner, rather than expert or specialist” (Turnbull et al., 2000, p. 644).  
Therefore, the essence of this model is the synergistic power between the families and 
service providers.   
Skrtic et al. (1996) have described these changes as “a more democratic 
arrangement in which service providers and consumers share knowledge and decision-
making power” (p. 143) and the 1990s as a time when people questioned professional 
possession of an objective knowledge given “the increasingly divergent and dynamic 
character of human problems” (Skrtic et al., 1996, p. 142) and the rise of subjectivism.  
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Parallel, over the last decade, these changes have sparked a growing interest for the 
stakeholders’ level of satisfaction and desire for change (Britner & Phillips, 1995; 
Calnan, Katsouyiannopoulos, Ovcharov, Prokhorskas, & Ramic, 1990; Freeman et al., 
1999; Petipierre & Doucet, 2002) that have become important policy instruments 
(Stallard & Lenton, 1992) and quality measures (Britner & Phillips, 1995; Calnan, et al., 
1990; Ireys & Perry, 1999). 
 
6.3.3 Distinction based on Teams of Professionals 
The next type of distinction among the models of coordination is based on the 
differences among the teams that are established between service providers and families.  
Some researchers have proposed a typology of characteristics or elements based on the 
structure of the teams (who is on the team), their function (what they do) and their 
interaction (how they do it) (McCollum & Hughes, 1988).  This typology has provided a 
means of creating a shared terminology among service providers and between service 
providers and parents and has facilitated communication and planning among the 
stakeholders.  These criteria have also led to the formulation of three types of teams, the 
multidisciplinary, the interdisciplinary and the transdisciplinary (Davis et al., 1998; 
Noonan & McCormick, 1993).  It must be noted here that team formulation is not an easy 
task and in fact no one claims the opposite.  As a matter of fact, a team is a dynamic 
structure, which has a beginning and an end and evolves over time.  Therefore, teams are 
not permanent entities and evolve over time according to the circumstances (Planchette-
Bissonet, 1985). 
The team with a minimal level of interaction is the multidisciplinary team.  In 
such teams, service providers from different disciplines function as independent 
specialists, are engaged in isolated assessment and intervention services and have poor 
communication with each other.  Recommendations are communicated to each other via 
individual written reports (McCollum & Hughes, 1988).  Parents in such teams remain 
passive recipients of information through reports that sometimes are confusing or even 
contradictory and meet with team members individually (Dale, 1996; Lerner, Lowenthal, 
& Egan, 1998; Woodruff & McGonigel, 1988).  Service providers in multidisciplinary 
teams merely welcome the participation of the family in evaluation, assessment or 
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implementation but do not actively engage them in any of these stages (Simeonsson, 
Edmondson, Smith, Carnahan & Bucy, 1995).  In general, multidisciplinary teams are 
particularly prevalent in the assessment stage.  Such teams may reduce the mistakes but 
at the same time may not promote a unified approach to intervention and may lack team 
cohesion (Howard, Williams, Port & Lepper, 1997). 
The second level of interaction occurs in interdisciplinary teams.  Service 
providers in such teams perform the assessment and intervention independently but 
interact with each other to share their separate plans, discuss the results and jointly 
develop intervention plans (Dale, 1996; Garland & Linder, 1988; Lerner et al., 1998; 
McCollum & Hughes, 1988; Woodruff & McGonigel, 1988).  Interdisciplinary models 
are particularly common in the stage of the development of the Individualised Education 
Program and in the stage of intervention (McCollum & Hughes, 1988).  The activities 
and goals of this type of teams may complement each other, allow information flow, and 
encourage interaction across disciplines.  However, this way of functioning may lead to 
inflexibility and may reduce efficiency (Howard et al., 1997). 
The third level of interaction occurs in transdisciplinary teams.  In these teams, 
service providers and families not only share information but also roles (McCollum & 
Hughes, 1988).  They jointly assess, plan and intervene in each individual child (Flynn & 
Takemoto, 1997; Furman & Merz, 1996; Lerner et al., 1998).  Members of this team 
purposely cross the disciplinary boundaries by extending their role to improve their own 
skills, by expanding their role to learn about other disciplines, by exchanging their role 
with service providers from other disciplines and by releasing their role since they 
practice new techniques (Harbin et al., 2000).  In fact, in this type of teams there is a 
“shift from the traditional therapeutic intervention, as well as a change in the way therapy 
is delivered” (Harbin et al., 2000, p. 398).  Both families and service providers encourage 
a unified service delivery system and a holistic treatment since they view the child’s 
development as integrated (McCollum & Hughes, 1988).  However, a primary service 
provider is still assigned to implement the plan with the family who meets all team 
members regularly (Woodruff & McGonigel, 1988).  The advantages of this type of team 
are the role sharing, the unified, holistic plan, the complete understanding of the child, the 
professional enhancement and the high degree of coordination (Howard et al, 1997).  
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Transdisciplinary approaches are the least common and have been primarily adopted in 
that cases of lack of specialised personnel.  Personnel shortages are not a rare 
phenomenon and have been reported in all disciplines involved in the intervention 
towards children with disabilities and their families (Bailey et al., 1991; Cooley & 
Yovanoff, 1996; Friend, 2000; Gallagher, J. 1992; Gallagher et al., 1997; Klein & 
Campbell, 1990; Klein & Gilkerson, 2000; Bailey et al., 1990; Wolery et al., 1994).  In 
such cases, specialised personnel act as consultants to those individuals who work more 
frequently with children.  Frequently, problems can arise in the effort to implement such 
approaches since the majority of families and service providers are not convinced that 
children are not harmed by the transdisciplinary approach and inevitably prefer the more 
traditional approaches (Harbin et al., 2000).  Other problems may arise with the role 
ambiguity, the loss of ‘professional identity’ and the demand for additional time for 
planning.  Service providers are cautious about sharing their knowledge with others and 
doubt whether such knowledge and skills can be transmitted over intensive in-service 
courses.  In addition, they question the ambiguity in roles that exists and its consequences 
on their ‘professional identity’ since this can lead some service providers to claim 
expertise on practices that they have never received formalized training (Howard et al., 
1997; McCollum & Hughes, 1988). 
 
6.3.4 Distinction based on an Ecological Approach 
As mentioned before, Harbin et al. (2000) have proposed the fourth and final way 
of differentiation among the service delivery and coordination models.   These 
researchers have based their distinction of the models on the overall organizational 
structure, the amount and nature of decision-making and the scope and the nature of the 
service resources that are utilised to form a holistic system.  Through a comprehensive 
evaluation of numerous service delivery models that have derived from the 
implementation of the most recent legislation in the United States, these researchers have 
managed to separate these models into six different categories that are presented right 
after.  Obviously, it is a surprise that the implementation of a single legislation has led to 
the creation of six distinct categories of models.  This diversity is attributed mainly to the 
vagueness of the legislation, which “does not define which programs should be 
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coordinated, how coordination should occur, or the mechanisms through which 
coordination should be achieved” (Harbin et al., 2000, p. 396).  Moreover, additional 
implementation difficulties may arise from the fact that “the special needs of young 
children and the families often require the involvement of a multitude of public and 
private programs and resources” (Harbin et al., 2000, p. 390).  
Before presenting the six models, I would like to provide some explanations on 
the illustrations that are used so that the figures will be easily readable.  In the figures, 
dark circles illustrate agencies that have active participation and play a key role in the 
service system.  Blank circles illustrate agencies that are also involved in the service 
provision system but less frequently and are regarded as secondary agencies.  Continuous 
lines indicate a strong coordination link between two agencies whereas dotted lines 
indicate a weak coordination. 
 
6.3.4.1 Single - Program Oriented 
 This model (Figure 6.1) is similar to those programs that existed in the United 
States for years and before the implementation of the 1997 law.  It adopts a single 
developmental intervention program that addresses all the needs of the child (cognitive, 
social, language and motor needs).  The interventionists work one-to-one with the child 
by primarily using teaching methods.  They rarely address the needs of the family since 
they do not see it as part of their domain.  Interactions with other service providers of 
different or the same specialization or other agencies may take place when there is 
available time but these interactions are mainly informal.  The array of services is 
depended on the availability of services of the agency and the services are very 
specialised.   
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/Dark circle = primary agency       Blank circles = secondary agencies    
Continuous line = Strong coordination       Dotted line = Weak coordination/
FIGURE 6.1. ‘Single - Program Oriented’ 
(Source Adapted from Harbin et al., 2000) 
 
6.3.4.2 Network of Programs 
 The ‘Network of Programs’ (Figure 6.2) constitutes the most basic application of 
the legislation that was enacted in the United States in the 1997.  It incorporates a variety 
of agencies that deal with the educational, health and social services.  All agencies are 
engaged in some cooperative planning to determine how to work together and to decide 
the focus of their activities.  However, each agency plans and carries out autonomously 
its own services.  Some formal agreements may be developed between the agencies but 
their relationships are mostly informal.  Their main common efforts are to divide 
responsibilities among them in order to eliminate overlaps and increase efficiency.  In the 
‘Network of Programs’ there is a leading agency that dominates decision-making and the 
rest of the agencies provide supplementary services.   
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/Dark circle = primary agency       Blank circles = secondary agencies    
Dotted lines = Weak coordination/
FIGURE 6.2. ‘Network of Programs’  
(Source Adapted from Harbin et al., 2000) 
 
6.3.4.3 Loosely Coupled System 
 The idea of ‘loosely coupled systems’ was introduced in the 1970s to describe 
newly formed organizations and how cohesively these systems are bound together.  
Weick, in 1976, have contrasted the prevailing image that “elements in organizations are 
coupled through dense, tight linkages” and suggested that these elements “are often tied 
together frequently and loosely” (p. 1).  Weick specified that loosely coupled 
organizations are tied together weakly, have slow interdependence and preserve their own 
identity and logical separateness.  On one hand, these systems present a number of 
benefits.  Firstly, they allow some parts of each organization to exist.  Secondly, they 
easily adjust and modify their coupling.  Thirdly, they retain a greater number of 
elements and provide novel solutions. Fourthly, they allow considerable negotiation. 
Finally, in the case of a breakdown in the system the other portions of the organizations 
are not affected.  On the other, the systems can be extremely expensive, as coordination 
requires time and money. 
Loosely coupled models in service provision towards children with disabilities 
(Figure 6.3) present the same characteristics (Harbin et al., 2000).  Primary coordination 
occurs between two or three intervention programs whereas other agencies can 
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occasionally contribute.  The focus of intervention is primarily the educational needs of 
the child.  There is still a leading agency. 
 
 
 
 
 
 
 
 
 
/Dark circles = primary agency       Blank circles = secondary agencies    
Continuous lines = Strong coordination       Dotted lines = Weak coordination/
FIGURE 6.3. ‘Loosely Coupled System’ 
(Source Adapted from Harbin et al., 2000) 
 
6.3.4.4 Moderately Coupled Interagency System 
 These systems (Figure 6.4) present a greater strength of coupling than the loosely 
coupled systems.  In the case of the service provision towards children with disabilities, 
the intervention programs exhibit stronger connections and exceed beyond the 
educational needs of the children to include health and welfare needs as well.  All 
agencies involved contribute fairly equally in decision-making.  However, leadership and 
direction still comes from the leading agency.  Finally, this model recognises and 
includes some of the family’s needs. 
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/Dark circle = primary agency       Blank circles = secondary agencies 
Continuous lines = Strong coordination/
FIGURE 6.4. ‘Moderately Coupled Interagency System’ 
(Source Adapted from Harbin et al., 2000) 
 
6.3.4.5 Strongly Coupled Interagency System 
 The Strongly Couple Interagency System (Figure 6.5) exhibits even greater level 
of cohesion and interconnectedness.  Several agencies are responsible for a coordinated 
planning and service delivery and any one of them can be the leading agency.  All 
agencies participate in discussion and play an equally important role.  The services are 
designed to meet the educational, health and welfare needs of both the family and the 
child.   
 
 
 
 
 
 
 
/Blank circles = agencies with equally important role 
Continuous lines = Strong coordination/
FIGURE 6.5. ‘Strongly Coupled Interagency System’  
(Source Adapted from Harbin et al., 2000) 
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 6.3.4.6 Comprehensive System for All Children 
 This model (Figure 6.6) is quite different from any of the previous models since it 
serves all children of each community along their families and does not limit itself only 
to children with disabilities.  Therefore, it eliminates the stigmatisation of those who 
receive intervention since it targets a wide range of children.  This particular model aims 
primarily towards the early identification and prevention.  
 
 
 
 
 
 
 
 
 
/Blank circles = agencies with equally important role 
Continuous lines = Strong coordination with broad array of services/
FIGURE 6.6. ‘Comprehensive System for All Children’ 
(Source Adapted from Harbin et al., 2000) 
 
6.4 Service Providers 
The fourth interacting factor that influences service delivery and coordination 
(apart from the context, state policy and the daily service delivery practices) is the service 
providers.  Service providers, as mentioned on the section with ‘Definitions’, are all the 
qualified personnel that belong to various occupational disciplines and are involved in the 
service provision towards children with disabilities.  Since the referral to service 
providers is quite complex, its presentation is divided into four subsections.  The first 
subsection presents the disciplines that are predominant particularly in the service 
provision towards children with hearing impairment, the second subsection discusses the 
pre-service and the in-service personnel preparation, the third subsection discusses the 
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issue of professional identity and its implications on service provision, and the fourth 
subsection targets the distinct features that are present in the coordination among service 
providers from the public and the private sectors. 
 
6.4.1 Disciplines in Service Coordination for Children with Hearing Impairment 
 In the provision of services towards children with hearing impairment, service 
providers from numerous disciplines can be involved pending on the needs of each child.  
Taking into account the reality in Cyprus and given the fact that hearing loss is the only 
impairment of the child, service providers from at least six different disciplines 
participate in an intervention program.  These disciplines are the special education, the 
speech-language pathology, the audiology, the paediatrics, the otolaryngology, and the 
regular education.  A presentation of the services and the roles of each of these 
disciplines follow right after and are based not only on the literature but also on my 
personal experiences.  
 
6.4.1.1 Special Educator 
 A special educator in Cyprus works in different placements like a resource room, 
a self-contained classroom or a special school.  Consequently, her/his roles and 
responsibilities vary according to the place of work.  However, the primary pursuit of a 
special educator is the teaching of children through an individualised or small group 
instruction.  A special educator who works in a mainstreamed program may also attend a 
regular classroom along the child with disabilities, provide information to regular 
educators about the student’s learning needs, characteristics and appropriate teaching 
strategies, adapt the teaching materials and classroom conditions to meet the needs of a 
child and formulate along the family and the other service providers an Individualised 
Educational Program.  A special educator may also provide information, skills, and 
support to families, link the families with other support services and act as a coordinator 
among the family and the rest of the service providers.   
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6.4.1.2 Speech-Language Pathologist 
 A speech-language pathologist is engaged in a range of activities and works in a 
variety of settings.  S/he screens, assesses and diagnoses the communication and the oral 
abilities of a child through the administration of formal and informal tests.  She also plans 
and implements appropriate intervention programs.  S/he also provides information, 
consults and collaborates with families and other service providers.  
 
6.4.1.3 Audiologist 
 An audiologist works either in the Children’s Hospital or as itinerary service 
provider that visits schools to check the amplification devices of each child with hearing 
impairment.  Through her work, she identifies hearing impairments, determines the 
range, the nature and the degree of hearing loss, refers people to an otolaryngologist, 
provides auditory training, aural rehabilitation and speechreading training, and 
recommends appropriate amplification and assistive devices. 
 
6.4.1.4 Pediatrician 
 A paediatrician provides health care to all infants and children.  S/he can be 
involved with the service provision of children with hearing impairments in many ways.  
S/he can detect a hearing loss in the regular screening that s/he provides to the patients, 
provide treatments for ear infections or even refer children to other medical personnel for 
further evaluation.  
 
6.4.1.5 Otolaryngologist 
 An otolaryngologist is the doctor mostly involved with children with hearing 
impairment.  Such a doctor provides comprehensive, medical and surgical care for these 
children.  S/he evaluates the symptoms, works closely with other doctors and when 
necessary refers children to them.  An otolaryngologist performs surgeries, like cochlear 
implants, to children that can benefit from such a procedure. 
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6.4.1.6 Regular Educator 
Even though a regular educator is not always thought to be involved into the 
service provision towards children with disabilities, his/her role is actually quite essential.  
A regular educator has unique skills since s/he has the opportunity to observe the 
student’s interactions within the classroom and can determine which behaviours are age 
and grade-appropriate and then inform the special educator.  Along the special educator 
s/he can create an effective classroom environment, and enhance the learning of all 
students equally.  In some cases, regular educators act as special educators due to lack of 
personnel after they follow a training programme. 
 
6.4.2 Personnel Preparation 
The second subsection of the section on service providers is devoted on their pre- 
and in- service preparation.  Pre- and in- service preparation can be considered as the 
cornerstone on which the practices of service providers are grounded and therefore 
influenced in its own way the coordination among service providers and between service 
providers and families.  Particularly, over the last decade, the issue of personnel 
preparation has been under attack since many scholars, service providers and parents 
alike have realised that the recent changes in legislation and the subsequent call for 
innovative practices have not been followed by changes in personnel preparation.  The 
discussion that follows shows vividly the problems that have arisen.   
The most dominant problem in personnel preparation is related to the family-
centeredness of an increasing number of intervention programs.  Pre- and in- service 
training programs alike have been accused for being slow to respond to this need.  
Traditionally, service providers have been trained to work in child-centred practices.  
Consequently, most service providers are poorly trained to deal with families.  For this 
reason, Turnbull et al. (2000) pointed out “for some professionals, the shift to family-
centred services has been difficult” (p. 640).  Moreover, Wyngaarden Krauss (2000) said 
at it is at least unrealistic to expect them to accomplish things that they are not trained for. 
Bailey et al. (1991) have examined the extent to which the training of service 
providers influences the effectiveness of their practices.  In that study, service providers 
have acknowledged their moderate skills in working with families in comparison to their 
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skills in working with children since their pre- service training services have failed to 
tune to the changes into practices over the last years.  Service providers who participated 
in this study urged for “the need for specialized training” and “unique expertise in how to 
involve and support families” (Bailey et al., 1991, p. 156).  Furthermore, Bailey, et al. 
(1990) have examined the extent to which entry-level students across eight disciplines 
“receive academic preparation and clinical experiences to provide services to infants and 
toddlers with disabilities and their families” (p. 26).  The eight disciplines that were 
examined were those of nursing, nutrition, occupational therapy, physical therapy, 
speech-language pathology, psychology, special education and social work, which 
basically cover the majority of occupational groups that work with children with 
disabilities.  The overall conclusion of the four researchers was that “service providers 
from different disciplines enter the arena of infant intervention with differing levels of 
preparation in terms of infants and families” (Bailey et al., 1990, p. 29).  The subsequent 
within-discipline variability and difference on the emphasis that is placed on either infant 
or family content can be explained by a number of barriers that derive from the pre- 
service training at the universities.  Such barriers are the overload of study areas in each 
discipline, the requirements imposed by professional organizations or university policies 
on new program initiatives, and the lack of faculty with expertise on family issues.  As a 
result, the need for updating pre-service programs to cover the changing needs and 
demands of the profession, and for introducing in-service programs, which usually yield 
immediate impact on quality early intervention have been the urge of that study. 
Another dominant problem that pre- service programs have failed to tackle in 
their personnel preparation is the issues related to coordination even though it is required 
by legislation.  Increasingly, researchers have criticised the current pre- service personnel 
preparation for failing to include skills that are essential for the coordination between 
service providers and families and the coordination among service providers (Bailey et 
al., 1992; Simeonsson & Bailey, 1990).  The former category of skills includes the 
assessment of family strengths and needs and the communication with families (Bailey et 
al., 1992; Simeonsson & Bailey, 1990).  The latter category includes skills on 
interpersonal problem solving, on conflict resolution, and on negotiation (Flynn & 
Takemoto, 1997). 
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Apart from the family-centeredness and the coordination, there are other areas 
that need to be addressed in the reformation of the professional training programs such as 
the participation in the three different types of teams (Kilgo & Bruder, 1997) and the 
construction of intervention plans that are in accordance to the policy (McWilliam, 
Ferguson, Harbin, & Porter, 1998). 
Based on the numerous gaps that are still observed in the pre- service personnel 
preparation, a number of researchers, through publications, have imperatively called for 
the reform of pre- service programs of personnel preparation (Bailey et al., 1991; Bailey 
et al, 1990; Flynn & Takemoto, 1997) and for the utilization of in- service training 
(Bricker & Slentz, 1989; Bruder et al., 1997; Gallagher & Bristol, 1989; Gallagher et al., 
1997).  The numerous benefits of in- service training programs have been emphasised by 
many researchers (Bricker & Slentz, 1989; Bruder et al., 1997; Gallagher & Bristol, 
1989; Gallagher et al., 1997; Roberts et al., 1998).  According to them, such programs 
can close some gaps and discrepancies of the pre- service preparation of the service 
providers and update their knowledge to meet the increasing number of changes that are 
introduced continuously in the service provision towards children with disabilities.  
Roberts et al. (1998) believe that in- service training can also be used to introduce a 
change, to identify the key concepts of the new initiative, to teach how to deliver these 
services and to support the changes that are proposed by the participants. Lastly, in- 
service training can be discipline-specific or conducted across disciplines and can provide 
a solution to personnel shortages (Winton & McCollum, 1997). 
A successful in- service training program must incorporate the community input 
in the preparation and the execution of these programs through creating a link between 
the various institutions and the community (Winton, 2000).  Watkins, Pittman and 
Walden (1998) as well as Myers and Hulsebosch (1997) refer specifically for the case of 
children with hearing impairment and suggest the inclusion of deaf adults in such 
initiatives.  According to them, deaf adults can provide valuable information and 
guidance to all those involved in the service provision system since they have gained 
practical knowledge over a number of years.  
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6.4.3 Professional Identity 
The third subsection on service providers refers to professional identity and its 
effects on the coordination either among them or between them and parents.  The 
embedment of the discussion related to professionalism and professional identity to that 
of service provision towards children with disabilities has not been considered relevant 
until recently since for years people regarded as professional only those occupational 
groups that were directly related to medicine and the law (Hargreaves & Goodson, 1996).  
However, the rise of professionalism and professional groups is a reality nowadays that 
cannot be ignored.  Professionalism, according to Hargreaves and Goodson (1996), is the 
quality and character of people’s actions in an occupational group that its social and 
political mission is to enhance its interests.  Skrtic (1991) has defined professional work 
as “a complex work for which the required knowledge and skills have been codified” (p. 
87).  Others prefer to provide instead a list of common characteristics that must be shared 
among service providers in order to be considered as professionals in their practice.  
The first characteristic of professional identity is the specialized, standardized and 
scientific knowledge and expertise that is transmitted through professional education 
programmes and continuous in- service professional development programmes that take 
the form of seminars, conferences and subscription in professional journals (Dale, 1996; 
Driscoll, 1998; McCollum, 2000; Skrtic, 1991).  The second characteristic is the 
professional licensure and membership in professional organizations that respect the 
legislation and the inner code of ethics (Dale, 1996; Skrtic, 1991).  The third and final 
characteristic is the discretion and autonomy to exercise professional judgement in 
particular circumstances (Skrtic, 1991).  Professions are given greater autonomy than 
other social groups since the society is confident that the specialised knowledge of the 
professionals is useful and adequate.   
For Skrtic (1991), the ultimate criterion of professionalism is, in fact, this 
professional autonomy.  Professionals know what is appropriate since their professional 
knowledge, which is composed of theoretical, applied and practical knowledge, is based 
on a positivist epistemology of knowledge and objectivity.  This objective knowledge is 
purely personal and guides the decisions of each service provider.   
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Obviously, professionalism and professional identity have implications on the 
coordination among service providers and between service providers and families.  For 
years, the common practice has been the professional isolation of the service providers 
(Crowson & Boyd, 1993) or what Hornby (1995) calls ‘professional distance’.  An 
example of this distance is the uneven and complex relations between health and 
education communities that have been traditionally observed even though their 
coordination is critical to the successful implementation of any intervention service 
(Meisels & Shonkoff, 2000).  Another example of this professional isolation is the use, 
from the service providers’ side, of a professional language and terminology that parents 
have been unfamiliar with (Flynn & Takemoto, 1997).   
According to Skrtic (1991) and Skrtic et al. (1996), the rise of subjectivism 
questioned the possession of an objective knowledge and gave rise to the current special 
education practices that are based on the assumption that professionals must work 
together.  This assumption violates the logic of the professional bureaucracy’s means of 
coordination and its division of labour as well as “the principle of loose coupling and the 
sensibility of the professional culture” (Skrtic, 1991, p. 187) since professionalization 
locates virtually all of the necessary coordination within the service provider and there is 
no need for coordination.  As a result, some researchers have accused coordination to 
result in the deprofessionalization and disempowerment of service providers (Driscoll, 
1998) since they share their specialised information with others, either colleagues who 
have specialised knowledge on other disciplines or parents who do not have specialized 
knowledge (Armstrong, 1995). 
Other researchers have accentuated the positive effects of coordination on 
professionalism.  Darling-Hammond (cited in Driscoll, 1998) has highlighted that the 
involvement of the community (i.e. parents) enriches service providers with useful 
information.  Englert and Tarrant (1995) share the same belief and declare that 
coordination and the creation of coordinating communities among service providers can 
result in “richness of shared knowledge” and “accumulated wisdom” through the use of a 
shared language (p. 328).  Skrtic et al. (1996) also agree with this position and remark 
“participants in a dialogical discourse construct new bodies of knowledge and skill by 
deconstructing and reconstructing existing ones” (p. 144).  To support their argument 
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even more, the three authors cite Robert Reich and his influential book ‘The Work of the 
Nations’ that was published in the 1990s who said, “combined activities add up to 
something more than the sum of their individual contributors” (cited in Skrtic et al., 1996, 
p. 144). 
The benefits of a strong coordinating community on professionalism are also 
emphasised by Winton (2000) who focuses her remarks on the role of the community in 
early childhood programs.  This scholar notices, “families of children with disabilities 
face the same challenges they faced 20 years ago” (Winton, 2000, p.89) and she proposes 
the formulation of learning communities among parents, administrators, service 
providers, consultants and university faculty for “creating quality early intervention” (p. 
87). 
Along the same lines, Buysse and Wesley (2001) have suggested a reform of the 
professional practice by reducing professional isolation and including “collaborative 
reflective inquiry within communities of practice” (p. 114).  This trend is not something 
foreign to the service provision system towards children with disabilities.  Over the years, 
professional roles have undergone considerable transformation.  Service providers have 
acquired additional roles besides their more traditional ones and new colleagues with 
which they coordinate to serve these children.  For example, special educators who work 
in mainstreamed schools assume a number of responsibilities besides teaching.  In such 
educational placement they work along educators of various specializations as well as 
administrators.  Moreover, service providers have started viewing the child and family as 
a community, a relation that can be sustained over time through the service providers’ 
reflection of their own profession and the transformation of their views about others.   
It is not surprising that the call for coordination among service providers and the 
questioning of professional autonomy occurred at the time of the rise of subjectivism and 
the fall of objectivism.  The consequent enrichment of knowledge in research led to 
changes in legislation and in the public policy as well as to the empowerment of various 
advocacy groups who favoured coordination. 
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6.4.4 Public-Private Coordination 
The last subsection on service providers targets the relationship between the 
public and the private sectors and the distinct features that are present in the coordination 
among them.  I have considered the referral to this aspect of coordination in a distinct 
part as necessary due to the unique relationship that exists between the two sectors in 
Cyprus.  In this island, some service providers tend to work in both sectors.  This practice 
has been overall prohibited by law but it is accepted on the quite particularly for speech-
language pathologists and the special educators due to the shortages in personnel. 
Particularly, over that last five years, there has been an increased interest 
regarding the issue of coordination among representatives of the two sectors in the 
international arena.  This interest has been primarily observed in the fields of health and 
international aid but the lessons that are extracted from these fields can be applied to 
other fields as well since the principles of coordination are similar or adjustable to the 
circumstances. 
However, joint initiatives between the public and the private sector are not only 
increasing in theory but in practice as well since they provide new opportunities and 
significant gains for their participants (Kickbusch & Quick, 1998; Van der Gaag, 1995), 
strengthen their capacity “to identify and respond to problems in a complementary 
manner” (Adams & Lin, 1998, p. 249), tackle those obstacles that seemed intractable 
before (Buse & Waxman, 2001), and discover innovative ways of working together in 
order “to achieve a synergistic combination of the strengths, resources and expertise of 
the different sectors” (Widdus, 2001, p. 714). 
Theoretically, each sector can do what it does best and then combine the best of 
each.  Apparently, each sector has its own advantages and disadvantages that derive from 
its orientation, spectrum of activities, capabilities and resources.  On one hand, the major 
advantages of the public sector are the attention to the public interest, the orientation 
towards social responsibility, the openness to public scrutiny and the ability to target a 
wide range of issues simultaneously (Rosenau, 2000).  The accusation towards the public 
sector focuses almost exclusively to its ineffectiveness to deal with such a large agenda 
that, in reality, no organization could tackle it alone (Buse & Walt, 2000).  On the other, 
the major advantages of the private sector are its creativity and dynamism, the better 
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managerial efficiency and the adaptability to changes and innovations.  The primary 
criticism on the private sector refers to the limited range of activities that it can be 
engaged with (Rosenau, 2000). 
Obviously, the coordination between the two sectors is not an easy endeavour.  
The two sectors have been accused for not understanding each other due to their distinct 
methodology and attitudes or to their failure to recognize the role of the other 
(Tongsawate & Tips, 1988).  In addition, they have been accused for shifting the 
responsibility between each other (Buse & Waxman, 2001) and having conflict of 
interests (Kickbusch & Quick, 1998). 
Therefore, a number of principles have been suggested to make the public-private 
coordination work.  Such principles are the building of a climate of trust among the 
stakeholders, the flexibility to accommodate the philosophies and the agenda of each 
service provider and to meet the time constraints, the persistency to their common 
mission in order to cross any hurdles and fight the lack of enthusiasm and the loss of 
encouragement that may soon appeared.  Additional principles are the clarification of the 
role of each person, the accountability to the roles they take, the sharing of information 
and knowledge among the stakeholders and the shared responsibility for what they have 
undertaken (Buse & Waxman, 2001; Diarra, 2001; Kickbusch & Quick, 1998; Rosenau, 
2000). 
 
6.5 Families 
The fifth interacting factor that affects the service provision is the families.  Any 
discussion around the role of the families in almost all pieces of literature nowadays 
begins with the observation that modern families are quite complex and diverse and any 
attempt for generalisations is risky (Dinnebeil & Rule, 1994; Klein & Gilkerson, 2000).  
This realisation is not an exaggeration but an everyday reality in more or less all the 
countries as it is indicative in their social agenda and public policy which account for the 
family diversity in terms of the cultural, ethnical, religious and social distinctions. 
Obviously, the family complexity and diversity can affect each family in many 
ways.  Consequently, the reaction of the families towards a disability cannot be the same.  
Variables that may affect the parental reaction to a disability are, among others, the 
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degree and severity of disability, the socio-economic status of the family and the social 
acceptability of the disability (Marion, 1981). 
Furthermore, the family complexity and diversity can influence the attempts for 
coordination.  Indicative of the significance of this issue is the number of researchers who 
have dealt with this matter (Armstrong, 1995; Bailey et al., 1990; Bailey, et al., 1998; 
Dale, 1996; Deslandes, 1999; Englert & Tarrant, 1995; Gallagher, J., 1990; Roberts et al., 
1998).  Specifically, previous pieces of literature have referred to a range of family 
characteristics that can affect coordination considerably.  Such characteristics are the 
parental interest and willingness for involvement (Bailey et al., 1992; Halpern, 1990), the 
parental skills and knowledge (Armstrong, 1995; Deslandes, 1999; Bailey et al., 1992; 
Mahoney, Kaiser, & Girolametto, 1999), the parental time (Bruder et al., 1997), the 
parental expectations (Cunningham, 1991) and the decision-making power (Kellaghan, 
1997). 
Apart from the family characteristics, coordination can be affected by the 
surrounding, to the family, systems such as the schools, the parental associations, the 
public policy and their considerations regarding the family heterogeneity.  Dunst et al. 
(1991) suggest that any effort of coordination among these systems must respect the 
beliefs and values of each family, must protect the family from intrusion upon its beliefs 
by outsiders, must promote those capabilities and competencies of families that are 
necessary to mobilize resources and finally must support and strengthen the family 
functioning.   
Besides the complexity that is apparent among families, the role of parents is also 
complex.  In fact, through the various stages of their lives, parents of children with 
disabilities acquire additional roles that other parents may not (Turnbull & Turnbull, 
1990).  These multiple roles are the parents as patients, the parents as educators, the 
parents as learners, the parents as advocates of their children’s rights, the parents as 
recipients of services and the parents as providers of information.  Examples of these 
roles are given right after.  Parents can be seen as patients particularly in the case of a 
disability that is genetically passed on to the child by the parents or in the case of parents 
who pass through a series of emotional stages caused by the birth of a child with 
disabilities (Hornby, 1995; Turnbull & Turnbull, 1990).  One way parents can become 
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educators of their children is through the implementation of the advice and guidance they 
receive from the service providers.  For some, this parental role implies that parents are 
passive recipients of the decisions of the service providers and mere implementers of the 
goals and priorities of the service providers with whom they may disagree.  The second 
way parents can become educators of their children is through their participation in a 
transdisciplinary team.  However, both ways imply that parents first become learners 
(Turnbull & Turnbull, 1990).  In addition, parents can also play the role of advocates of 
the rights of their own children or the rights of all children with disabilities.  This role can 
be implemented either on an individual basis or through collective action in formally 
organised parental networks that focus on children with disabilities i.e. a parental 
association (Turnbull & Turnbull, 1990).  Moreover, parents can be considered as 
recipients of intervention services, a role that is not that frequently implemented due to 
the lack of resources, the lack of available expertise and the lack of information 
(Simeonsson & Bailey, 1990).  Finally, parents can be considered as a source of 
information particularly in the stage of evaluation and assessment even though a number 
of parents have reported that their contribution have been taken seriously only when was 
supporting what a service provider was saying (Armstrong & Galloway, 1992; Roberts et 
al., 1998). 
The form and the extent of these roles, the coping strategies as well as the person 
who assumes them (in some cases someone other than a parent) are also affected by the 
cultural, ethnical, religious and social identities of each family (Turnbull & Turnbull, 
1990; Turnbull & Turnbull, 1993).  The effects of family diversity on the coordination 
with service providers, on the parental roles and on the parental coping strategies reveal 
the complexity of interacting elements that impact this factor which is called ‘family’.  
This complexity often creates a puzzle to researchers, policy makers and administrators 
alike whose aim is to solve it through the accumulation of information from various 
means in order to increase their understanding of which policies and practices work, 
where and for whom (Stallard & Lenton, 1992).  Researchers, policy makers and 
administrators propose parental satisfaction scales as an essential measure of quality and 
the results of such scales be used in developing policies for service delivery (Ireys & 
Perry, 1999).  This method of evaluation of services and regulation of quality is 
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particularly appropriate and increasingly common in the educational, health and social 
services (Britner & Phillips, 1995; Petitpierre & Doucet, 2002) and particularly essential 
in the case of children with disabilities since these children receive services from a range 
of service providers and “few other general indices of outcome have been identified to 
date” (Ireys & Perry, 1999, p. 1182).  More specifically, the objectives of such a 
satisfaction scale or inquiry is to collect specific information on the degree of satisfaction 
and secondly to provide a point of reflection related to the practices and services 
(Petitpierre & Doucet, 2002).  Furthermore, the participation of parents not only as clients 
but as evaluators of the system can reinforce their involvement and empowerment 
(Lanners & Mombaerts, 2000).  This is actually one of the basic right and duties of 
people.  According to the Declaration of Alma-Ata in 1978 “people have the right and 
duty to participate individually and collectively in the planning and implementation” 
(WHO, 1978).  Beyond the information about the quality of services, satisfaction scales 
can have an additional advantage since they can also provide information regarding other 
issues that are related to the motives of those who favour or not a specific administrative 
policy or a choice of educational placement (Petitpierre & Doucet, 2002). 
At the same time, people admit that parental satisfaction can be a difficult 
endeavour since the definition of the word ‘satisfaction’ is quite vague.  Others have 
accused this method for having a limited function and for not being reliable since it is 
influenced by other external factors.  In fact, family satisfaction studies usually yield high 
levels of satisfaction because parents are not aware of the available services, have lower 
expectations or feel indebted to service providers and are reluctant to express 
dissatisfaction that may reflect poorly to them and their children.   
Consequently, the key solution to these problems is the utilisation of satisfaction 
scales, not as the sole criterion of quality but in conjunction with multiple indicators, 
sources or methods.  Another solution can be reached through the creation of valid and 
reliable instruments that would detect the difference between the ideal level of services 
based on the available information and the perceptions of those who use the services 
(Petitpierre & Doucet, 2002) and taking into account multiple measures and the 
perspectives of different groups (Wesley, Buysse & Tyndall, 1997).   
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6.6 Relationship between Families and Service Providers 
The last interacting factor that completes the ecological cluster of factors that 
influences service delivery and helps explain its complexities is the relationship between 
service providers and parents.  Even though each one of these actors has been already 
analysed thoroughly, their relationship produces two more elements that should be taken 
into consideration.  The first element is the interpersonal communication skills and the 
second element is the team management.  Both of them are interrelated but they are 
presented separately for reasons of clarity and better comprehension.   
 
6.6.1 Interpersonal Communication Skills 
A huge body of literature has dealt with interpersonal communication skills since 
they have always been considered as a very crucial component of all human activities, 
particularly for the service provision towards children with disabilities.  Emphatically, 
Dinnebeil, Hale and Rule (1996) say that they “form the basis of all intervention 
services” (p. 322) and Kagan and Neuman (2000) point out that if parents do not feel 
comfortable interacting with the service providers of their children they are less likely to 
participate in their child’s intervention program.   
The list of interpersonal communication skills can be long.  In this discussion, I 
refer only to those that are particularly important in enhancing the coordination between 
service providers and parents.  Mutual respect, shared access of information and power, 
and joint decision taking are of high priority for many researchers (Dinnebeil & Rule, 
1994; Dinnebeil et al., 1996; Marsh & Peel, 1999).  The willingness to negotiate and the 
importance of confidentiality are for others (Dale, 1996; Flynn & Takemoto, 1997).  
Diarra (2001) has also suggested the flexibility, the enthusiasm and the persistence.  
McWilliam, Tocci and Harbin (1998) have added the positiveness, the sensitivity and the 
responsiveness and McWilliam et al. (1998) included the friendliness.  The list is 
completed with patience, sincerity, open-mindness (Harbin et al., 2000; Hornby, 1995) 
and confidence (Van Custem, 1996).  The absence of the above skills prohibits 
coordination between parents and service providers and creates a climate of confusion, 
stress, lack of trust (Armstrong; 1995; Dale, 1996; Pizzo, 1990; Read, 2000; Roffey, 
1999) and insufficient information (Klein & Campbell, 1990). 
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 6.6.2 Team management 
The second element that affects the relationship between parents and service 
providers is the team management or the ways in which various stakeholders organize the 
function of their team.  Team management can be influenced by a number of elements 
besides the interpersonal communication skills that have been already mentioned.  The 
first element is the expectations and competencies with which each stakeholder enters the 
team or the perceptions of the expectations and competencies that each stakeholder holds 
for each other (Massé, 2000).  The second element is the size and the composition of the 
teams (Englert & Tarrant, 1995; Galvin, 1996; Lerner et al., 1998; Long et al., 1993), its 
adaptability to the needs of each child (Kickbusch & Quick, 1998; Kim-Farley, 1996; 
Klein & Campbell, 1990) and the flexibility in the scheduling and the location in order to 
satisfy all the participants (Dinnebeil et al., 1996; Dinnebeil, Hale & Rule, 1999; Garland 
& Linder, 1988).  The third element is the clarity of the procedures and the production of 
uncomplicated and single plan formats (Roffey, 1999).   
As this section indicates, team management, along interpersonal communication 
skills constitute the most crucial components for the enhancement of the relationship 
between service providers and families (Marion, 1981).  This referral completes the 
analysis regarding the six interacting factors that influence the service provision towards 
children with disabilities.   
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7. Summary 
 
 The Theoretical Part has presented to the reader the theoretical framework and all 
the background information regarding the influences that I have experienced before and 
during the design of this research study.  Its organization has been made in such a way to 
facilitate the clarity and the comprehension, which are indispensable elements of a good 
reading even though the splintering of the text is, in many aspects, artificial. 
Particularly, the sections on the ‘Definitions’ and the ‘Hearing Impairment’ have 
offered an overview of the terminology and the facts that are related to hearing 
impairment.  The selection of the demographics that were included in the instruments of 
data collection was made based on the most essential parameters of hearing impairment 
and the state policy on these children in Cyprus.  Furthermore, the section on the 
‘Theories’ has provided an overview of the theories that have inspired me over the design 
of this study.  These theories, the Family Systems Theory, the Ecological Model and the 
Transactional Model accent the role of the family and the complexities of all aspects of 
service provision towards children with disabilities.  That is why the parents assumed a 
central role in this study through their participation in the interviews.  Lastly, the sections 
on ‘Service Coordination’ and on the ‘Parameters of Service Coordination’ have shown 
in practice the complexities of coordination of those involved in the service provision 
system.  I tried to capture these complexities through the input that derived from the 
participation of the various stakeholders (families, representatives of three ministries and 
service providers from six different disciplines) in this study. 
The parameters that affect coordination and have been discussed thoroughly in the 
Theoretical Part have influenced the formulation of the hypotheses and the subsequent 
construction of the questions that were incorporated in the instruments of data collection.  
More specifically, the hypotheses that are discussed in the Empirical Part deal with 
several different axes of coordination.  One axis explores the perceptions of the 
stakeholders on the daily practices of the service delivery system and another one their 
perceptions on the sharing of information between them.  The policies of the state are 
explored through two more axes that target the ministerial policies and the legislative 
directives.  Two additional axes try to detect any differentiation between the coordination 
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that families engage with the service providers of the public and the private sectors and to 
explore the parental expectations from the service providers of the two sectors.  The final 
axis of the study is the training of service providers on issues related to coordination.   
A thorough discussion of the hypotheses, a description of the instruments of data 
collection and the subsequent data that derived from the study are presented in the 
Empirical Part that follows right after.  
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C. EMPIRICAL PART 
 
8. Introduction 
 
 In the Empirical Part of this study, I present all the information regarding the 
implementation of the study.  For its better organization, this part is divided into five 
sections.  The first section is devoted to methodology, which includes the hypotheses, the 
methods of data collection and a thorough description of the instruments that have been 
used.  In this particular study, I have utilized both questionnaires and interviews that 
include quantitative and qualitative questions.  The second section is divided into three 
subsections.  The first one presents the quantitative data that have resulted from the 
interviews and the questionnaires, the second one the manipulation of this data through 
the utilization of some reduction techniques and the third one some between-group 
comparisons.  The third section of the Empirical Part presents the qualitative data.  It 
must be mentioned here that it has been my intention to present both the quantitative and 
the qualitative data in such a way to enable the reader to relate the data to the hypotheses 
of this study.  The fourth section provides a thorough discussion of the results that have 
revealed the model of service coordination that exists in Cyprus.  Following the detailed 
comparison between the model of coordination in Cyprus with those models that exist in 
the literature and have been discussed in the Theoretical Part, I provide a description of 
this model.  The last section includes the conclusions of the study. 
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9. Methodology 
 
 As already noted, the first section of the Empirical Part is devoted to 
methodology.  For reasons of better organisation and clearer presentation, this section has 
been divided into six subsections.  The first subsection presents the hypotheses on which 
this research has been based and a brief discussion of the pieces of literature that deal 
with the same issues.  The second subsection presents the reasoning behind the selection 
of both quantitative and qualitative methods of data collection for this particular study.  
The third subsection provides an elaborated description of the instruments of data 
collection, which were an interview that was conducted to parents and a questionnaire 
that was sent to service providers.  The fourth section is devoted to the steps that 
preceded data collection (the pre-test and the pilot study), the description of the processes 
of data collection and the number of participants.  The fifth subsection presents the 
demographics that have derived from the interviews towards parents whereas the final 
subsection the demographics that have derived from the questionnaire towards the service 
providers. 
 
9.1 Hypotheses 
 I have formulated seven hypotheses based on the parameters of service 
coordination that have already being discussed extensively in the Theoretical Part and as 
a way to tackle all the possible aspects of this topic.  It must be reminded to the reader 
that the primary aim of this research has been the description of the model of 
coordination that exists between the parents of children with hearing impairment and the 
service providers from the public and the private sectors in Cyprus.   
The seven hypotheses are separated into two levels.  The first level includes the 
hypotheses that describe the daily reality and the second level incorporates the 
hypotheses that describe the public policy.  In the first level, the study looks into the 
perceptions of the stakeholders regarding the daily practices of the service delivery 
system and the sharing of information among them, which constitute the daily 
experiences of the stakeholders and the basis for grounding coordination.  Besides the 
above, this research tries to detect any differentiation among the parental expectations 
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towards the service providers that work in the public or the private sectors and any 
subsequent differentiation in the coordination between the families and them.  In the 
second level, the study explores the ministerial policies and the legislative directives that 
are also necessary in constructing sustainable coordination.  Finally, it investigates the 
training of service providers on this issue, which is another indispensable prerequisite of 
coordination. 
In this section, each of the seven hypotheses is discussed in brief since a thorough 
discussion of these aspects has already been preceded in the Theoretical Part. 
 
Hypothesis 1: Parents and service providers perceive differently the daily practices of the 
service delivery system 
The importance of daily practices is evident through the emphasis that is given on 
them as the primary criterion of satisfaction of the various stakeholders towards the 
service delivery system (Aldana, Piechulek & Al-Sabir, 2001; Britner & Phillips, 1995).  
For these reasons, the perceptions of the stakeholders regarding the daily practices are 
crucial in creating an environment that fosters coordination.  These practices incorporate 
those activities that occur between parents and service providers on a daily basis and are 
essential components of the intervention towards the children and their families.  Such 
activities include the decision-taking, the goal-setting, the information exchange, the 
respect of the parental role, the posing of questions, the complexity of the vocabulary 
used, the problem-solving and the devotion of sufficient time to one another (McWilliam, 
1996).  An essential component of the daily practices of service delivery are the 
interpersonal communication skills.  In fact, interpersonal communication skills “form 
the basis of all intervention services” (Dinnebeil et al., 1996, p. 322) and in the particular 
case increase the probability that parents would feel comfortable and participate in their 
child’s intervention program (Kagan & Neuman, 2000).  The most crucial interpersonal 
communication skills that enhance coordination are the patience, the sincerity (Harbin et 
al., 2000; Hornby, 1995) and the friendliness (McWilliam, Tocci et al., 1998). 
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 Hypothesis 2: There is a need for policies that specifically target the coordination 
between the service providers from the public and the private sectors 
The second hypothesis refers to those policies that specifically target the 
coordination between service providers from the public and the private sectors.  Such 
policies are essential specifically in the case of Cyprus, the place where the research has 
taken place, since a number of service providers work in both sectors or service providers 
from the two sectors frequently coordinate with each other when they share the 
responsibility of intervention for the same child.  The coordination policies between the 
two sectors present distinct features based on the advantages and disadvantages of each 
one of them that derive from their orientation, spectrum of activities, capabilities and 
resources.  Rosenau (2000) points out the major advantages of each sector.  For the 
public sector these are the attention to the public interest, its orientation towards social 
responsibility, the openness to public scrutiny and the ability to target a wide range of 
issues simultaneously.  For the private sector these are its creativity and dynamism, the 
better managerial efficiency and the adaptability to changes and innovations.   
Apparently, the coordination between the two sectors is not an easy endeavour 
due to the lack of understanding of each other that derives from their distinct 
methodology and attitudes (Tongsawate & Tips, 1988).  However, their coordination can 
provide new opportunities and significant gains for all stakeholders (Kickbusch & Quick, 
1998; Van der Gaag, 1995), strengthen their capacity “to identify and respond to 
problems in a complementary manner” (Adams & Lin, 1998, p. 249) and tackle those 
hurdles that seemed intractable before (Buse & Waxman, 2001).  Therefore, policies that 
particularly target the coordination between the two sectors are essential because they 
provide principles such as trust, flexibility, persistence, commitment and accountability 
on which this relationship should be built.  
 
Hypothesis 3: Service providers and parents share the same perceptions on how well 
parents are informed 
 The third hypothesis targets the provision of information towards parents from the 
service providers, which is another essential component of the service provision system.  
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Information towards parents has always been an important component of the service 
delivery system and specifically for the coordination among parents and service 
providers.  However, it is particularly essential nowadays since it must take into 
consideration the reality that characterizes the families of the 21st century.  This reality is 
the fact that modern families are increasingly complex and diverse in terms of their 
cultural, ethnical, religious and social distinctions (Armstrong, 1995; Bailey et al., 1990; 
Bailey et al., 1998; Dale, 1996; Deslandes, 1999; Dinnebeil & Rule, 1994; Englert & 
Tarrant, 1995; Gallagher, J. 1990; Klein & Gilkerson, 2000; Roberts et al., 1998).  The 
number of references that has been quoted here is a mere indication of the ongoing 
emphasis that scholars place on this issue.  The family heterogeneity can serve as a 
reminder to service providers that information does not reach all families with the same 
manner and that they must be flexible enough to adjust their provision of information 
based on the specific characteristics of each family.  Moreover, information is complex 
and in the specific context includes information on the educational services, the health 
services, the social services, the economic benefits and the legal rights that children with 
disabilities and their families are entitled for (Dunst et al., 1988; Roberts et al., 1998; 
Zetlin & Boyd, 1995). 
 
Hypothesis 4: Parents have higher expectations from the services of the public sector 
than the services from the private sector 
The fourth hypothesis sheds more light regarding the two sectors and their role in 
the service delivery system.  People, in general, acknowledge the strengths of the public 
sector particularly regarding the social provision system since they consider this sector 
more oriented towards social responsibility, able to target a wide range of issues 
simultaneously and pay attention to the public interest (Rosenau, 2000).  Consequently, 
citizens have higher expectations from their state regarding education, health and social 
services.  At the same time, this observation is not always true particularly in the cases of 
a bureaucratic state or a state with unresponsive leaders where individuals might express 
lower expectations and passivity towards the state (Harbin et al., 2000).  Therefore, the 
citizens’ expectations from their state are an indicator of how well the administration and 
the leadership of a state reacts to service provision. 
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 Hypothesis 5: Ministerial policies shape the efficiency and effectiveness of the 
coordination system 
 Ministerial policies constitute an important component of any system.  
Particularly in the service provision system and the coordination between the 
stakeholders, ministerial policies can shape the efficiency and the effectiveness of the 
system and create sustainable coordination.  The interpersonal communication skills and 
the coordination between the public and the private sectors are not sufficient to foster 
coordination.  It is imperative to secure ministerial policies that promote better linkages 
among the stakeholders, praise flexibility and creativity and therefore facilitate 
coordination.  In Cyprus, there are three ministries that are mainly involved in the 
provision of services towards children with hearing impairment even though others like 
the Ministry of Finance play an indirect role.  Consequently, one must look into the 
policies of all three ministries in order to capture a better understanding of the public 
policy on these children and the ways it affects the service provision. 
 
Hypothesis 6: The coordination system depends on how strong the directives from the 
legislation are 
In Cyprus, various laws have passed over the last decade to promote the rights 
and meet the needs of the people with disabilities.  However, even an excellent piece of 
legislation cannot safeguard its proper implementation unless it is made known to its 
implementers and provides clear directives and directions to them.  Legislation that is 
characterized by vagueness and therefore “does not define which programs should be 
coordinated, how coordination should occur, or the mechanisms through which 
coordination should be achieved” (Harbin et al., 2000, p. 396) can hinder any system and 
particularly the service coordination system towards children with disabilities which 
requires the involvement of multiple service providers.  As it was noted in the previous 
hypothesis, this prerequisite refers to the legislation that guide all three ministries that are 
involved in the provision of services towards children with hearing impairment in 
Cyprus.  The compliance of only a single ministry is not sufficient. 
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Hypothesis 7: The efficiency and effectiveness of the service provision system depends on 
the training of the service providers who belong to different occupational groups 
 Service providers who belong in different occupational groups and serve children 
with hearing impairment in Cyprus receive their pre- service training in various countries.  
Such pre- service training programmes have been repeatedly accused for being slow to 
respond to the legislative changes and the innovative steps such as the family-centred 
practices and coordination.  Consequently, they prepare personnel who are poorly trained 
to work with families (Turnbull et al., 2000; Wyngaarden Krauss, 2000) and who lack 
skills on coordination (Bailey et al., 1992; Simeonsson & Bailey, 1990).  To overcome 
the discrepancies between the pre- service preparation and the current needs in practices, 
a number of researchers propose in- service training programs as a way to keep service 
providers updated with the innovations that are introduced in the system and therefore 
increase its efficiency and its effectiveness (Bailey et al., 1991; Bricker & Slentz, 1989; 
Bruder et al., 1997; Gallagher & Bristol, 1989; Gallagher et al., 1997). 
 
9.2 Methods of Data Collection 
Following the presentation of the hypotheses, the second subsection of the 
methodology is devoted on the methods of data collection that have been used in this 
research study.  A combination of both a qualitative and quantitative research design was 
considered appropriate for the current study due to the nature of the research question 
under investigation, which focuses on the people’s perspectives on a phenomenon that 
has not previously studied in Cyprus and the limited available information.  The selection 
of either one of them would have probably prohibited the collection of rich information.  
The combination of both methods of data collection in each instrument made both the 
interviews and the questionnaires attractive to the participants and has increased the 
participation turnout.  Moreover, through the use of both interviews and questionnaires 
towards parents and service providers from a range of occupational groups, I believe that 
I have increased the possibilities to achieve a better evaluation of the topic and to 
increase the validity of the findings. 
Following the selection of the methods of data collection, I considered the issue of 
sampling.  For the particular research, I decided to use cluster sampling and select all the 
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possible participants who reside in one specific geographic area.  The reason behind the 
use of cluster sampling in this study was the elimination of the possibility that the area of 
residence would have affected the services provided by the public or the private sector.  
However, this possibility was probably eliminated before hand since the island is small 
and the delivery of services is more or less homogenous among all four geographical 
regions.  The choice of the geographical region around Nicosia for this study was made 
for a number of reasons.  Firstly, this geographical region is the largest in the island, 
hosting the capital Nicosia, thus providing a substantial number of possible participants.  
Secondly, Nicosia has the only special School for the Deaf in the island, thus providing a 
variety of possible school placements for children with hearing impairments.  Thirdly, I 
have not worked in the region and I am an unfamiliar researcher to most of the 
participants.  Lastly, the rest of the regions of the island (Lemesos, Larnaka, Pafos) do 
not provide satisfactory numbers of participants for this research. 
Participants in the study were the following groups of people  
• Parents of Children with Hearing Impairment 
• Educators: Teachers of Children with Hearing Impairment (public sector 
servants), Elementary Educators (public sector servants), Secondary Educators 
(public sector servants) 
• Doctors: Pediatricians (public and private sector servants), Otolaryngologists 
(public and private sector servants) 
• Other Specializations: Speech-Language Pathologists (public and private sector 
servants), Audiologists (public sector servants) 
• Representatives from the Ministry of Health, Ministry of Labour and Social 
Insurance (Department of Welfare), Ministry of Education 
All parents were interviewed through a semi-structured interview conducted by 
me at a place of their choice.  I chose the use of a semi-structured interview that 
contained a combination of standardised open-ended and close-ended quantitative 
questions.  To control its reliability, I utilised the same format and sequence of words and 
questions for each respondent and was consistent with the explanations I provided to the 
participants.  The combination of open-ended and close-ended quantitative questions also 
enabled me to increase the comparability of the responses and facilitated the organization 
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and the data analysis.  Along note taking, I tape-recorded the interviews (in those cases 
that participants agreed) in order to retrieve any information needed after the completion 
of the interviews.  A similar intuition has guided the design of the interviews towards the 
representatives of the ministries. 
During the interviews and as a way to further control the reliability of the study, 
parents were asked to provide the names of the service providers, which they were 
serving their children and themselves at that point.  This enabled me to send 
questionnaires to these service providers that included questions similar to those of the 
interviews.  The purpose of sending questionnaires only to those particular service 
providers and not to all of the members of each professional association was to exclude 
those who have no working experience with the particular families and children thus 
minimizing the number of questionnaires that eventually would not provide any 
significant information as well as a possible increased in the number of non-respondents. 
It cannot be denied that the subjectivity of the respondents that surfaces through 
their opinions, their attitudes and their perspectives in the qualitative parts of any research 
contribute to a degree of bias.  In order to minimize these biases and to increase the 
validity of the interviews, I have taken a number of steps.  First, I conducted a pre-test 
and a pilot study so that I would better formulate the wording and the format of the 
questions asked and achieve a clear meaning.  Second, through the pre-test and the pilot-
study, I have managed to acquire some training and increase my awareness of the 
obstacles that would probably arise during the phase of the main data collection.  Third, I 
avoided the use of leading questions that could influence the responses of the 
participants.  Lastly, I managed to include in the different stages of this study (pre-test, 
pilot study, main study) more than 60% of the total population of families who have a 
child with hearing impairment in Cyprus. 
 
9.3 Description of the Interviews and of the Questionnaires 
The third subsection of the section on methodology provides a thorough 
description of both the interviews towards parents and the questionnaires towards the 
service providers.  This verbal description has been considered necessary because it 
enables the reader to identify the parts of the instruments more easily and to pinpoint to 
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their commonalities and their differences.  In addition, copies of both instruments, 
translated in English, can be found in the Annex.   
Initially, I would like to point out that I constructed my own interviews and 
questionnaires and decided not to use existing ones that were probably created in another 
country.  Even though borrowing an existing instrument is a common practice, I did not 
consider this as an option in this particular case since the description of the model of 
coordination in Cyprus could only succeed with the incorporation of only country-
specific items in both instruments of data collection.  Therefore, it was my strong belief 
that this inquiry could have been better tackled only by combining questions that were 
created based on my teaching experience in Cyprus, my personal knowledge of the 
country and a thorough review of the literature deriving mostly from the United States 
and the United Kingdom.  At the same time, I acknowledge the limitations of my 
instruments since the description of the model of coordination of a country is an issue 
that is hard to be addressed in its entity by either an interview or a questionnaire due to 
their time and space limits. 
The first six sections of both the interviews and the questionnaires were almost 
identical except from their first sections that included demographic questions that have 
been adapted to the participants.  Therefore, in the first section of the questionnaire 
towards service providers, the service providers were asked to provide information, 
among others, about their specialization and their work experience with children with 
hearing impairment.  Moreover, the service providers responded to an open-ended 
question regarding their pre- and in- service training on family and coordination issues.  
The corresponding section of the interview asked parents questions on their occupation 
and their educational level as well as questions on the age, the sex, the mode of 
communication and the school placement of their child with hearing impairment. 
The second section of both the interview and the questionnaire included closed-
ended questions on the daily practices of service delivery and particularly on goal-setting, 
decision-making, information exchange, problem solving.  In addition, it included two 
open-ended questions.  The first was an inquiry regarding the knowledge and the skills of 
the other participant group i.e. the parents were asked about the knowledge and the skills 
of the service providers and the service providers were asked about the knowledge and 
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the skills of parents.  The second open-ended question targeted the Individualized 
Education Program that each child is entitled by law.   
The third section of both the questionnaires and the interviews contained an open- 
and a close-ended question on the ministerial policies that affect coordination and the 
fourth section an open- and a closed- ended question on the current legislation and the 
possible legislative gaps that hinder coordination.   
The fifth section targeted the information that parents receive from the service 
providers.  Specifically parents were asked to comment on the information they receive 
from service providers on the educational, health or social services as well as the 
information on the economic benefits and the legal rights.  Respectively, service 
providers were asked to talk about the information they provide to parents. 
The sixth and final common part of both questionnaire and interviews was aiming 
towards the interpersonal communication skills between parents and service providers 
such as the patience, the friendliness and the sincerity. 
The interviews were then differentiated from the questionnaires and included 
additional sections.  The seventh and eight sections of the interviews also targeted the 
information that parents receive form the Association of Parents of Deaf Children and 
individual parents respectively.  The ninth part of the interviews investigated the period 
in which coordination is essential.  Parents were given the opportunity to engage in an 
elaborated discussion on this issue through a close- and an open-ended question.  The 
tenth and final part of the interviews was aiming towards the differentiation of the 
parental expectations between the public and the private sectors. 
The questionnaires towards service providers also included an additional section 
that was identical to the ninth part of the interviews and the most important period of 
coordination. 
Overall, each interview was lasting approximately one hour.  However, in many 
cases, the parents and I were engaged in a thorough conversation that was sparked by 
either the specific questions or the topic of discussion.  Therefore, the duration of the 
interview was fluctuating.  The questionnaires were shorter and the required time was 
approximately 30-40 minutes.   
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Since the questionnaires were mailed to the service providers, a letter 
accompanied each one of them to inform the participants about the purpose of the 
research.  This letter had three specific aims.  Firstly, to stress the importance of the 
unique contribution of each participant in the description of the model of coordination 
that exists in Cyprus, secondly to provide a short summary of the proposed research plan 
and the significance of the participation of all stakeholders and thirdly to express my 
commitment to respect their anonymity and to notify them about the outcomes of the 
study.  A copy of the cover letter is included in the Annex. 
 
9.4 Data Collection 
The fourth subsection of the section on methodology describes in details the 
stages of data collection.  The different stages of the process of data collection lasted 
almost one year.  Between April 2002 and March 2003, I was engaged in a pre-test and a 
pilot-study of the two instruments, the conduct of the interviews, the distribution of the 
questionnaires and the collection of the questionnaires.  Each of these stages had its own 
difficulties and its own challenges that are described afterwards.  However, the whole 
process has been exciting, rewarding and has definitely enhanced my abilities and my 
knowledge.  Following, there is a detailed description of the activities that took place 
during the year of data collection. 
Over the stage of the research design, I conducted both a pre-test and a pilot study 
mainly in the region of Lemesos.  The reason for choosing the Lemesos region for both 
the pre-test and the pilot-study was my effort to achieve a maximum participation since 
this is my home region and the area where I have worked as a teacher for children with 
hearing impairment for four years. 
The pre-test was conducted in April 2002 towards five parents.  Four of them 
were given the questionnaire by hand and reside in the Lemesos area and the other one 
received the questionnaire by mail and resides in the Larnaka region.  Three of the 
families that reside in Lemesos were also parents of my former students.  The other 
parent in Lemesos was reached through snowballing.  The family that resides in the 
Larnaka region was chosen because the father is the president of the Parental Association 
of Deaf Children.  This parent was phone-interviewed a week after he received the 
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questionnaire.  The parents in Lemesos were all mothers and discussed the questionnaire 
with me in person during a second visit at their home or place of work a week later. 
Due to the great extent of changes that the questionnaire had undergone after the 
pre-test, I decided to conduct a pilot study in September 2002.  For the pilot study, I 
contacted another set of five parents who also reside in the Lemesos area.  Even though I 
hade never served as a teacher of their children, the contact was made through colleagues.  
Once more, I conducted the interviews at the homes of the families.  In two cases, both 
parents were present and in the rest only the mothers were present. 
In November 2002, I travelled to Cyprus for the main data collection.  In four 
weeks, I visited forty-eight families in the region around the capital of Nicosia.  All but 
three of those visits were paid at the family homes and the rest at the work place of one or 
both parents.  During the same period, I conducted interviews to one representative from 
each of the three ministries that are involved in the service provision system towards 
children with disabilities.  I would like to remind that these ministries are the Ministry of 
Education, the Ministry of Health and the Ministry of Labour and Social Insurance.  
Finally, I conducted an interview with a representative of a non-profit organization that 
initiated a joint program with the Ministry of Health on infant screening in early 2004. 
 At the time of the completion of all interviews, I had also collected the names of 
the service providers that serve the families.  However, the questionnaires were sent by 
mail to the service providers on January 3rd 2003.  The reason for not sending the 
questionnaires right after the collection of the names of service providers and waiting 
until January was the fact that the Christmas vacation period ends in the island on 
January 6th.  All questionnaires were sent to the service providers in their business 
addresses that were found through the phone directory.  Table 9.1 depicts the number of 
questionnaires sent to the various groups of service providers. 
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Table 9.1 Number of Questionnaires Sent to Service Providers of Different 
Occupational Groups 
Service Providers Number of Questionnaires 
Otolaryngologists 13 
Elementary Schools (Speech-Language Pathologists, 
Special Educators, Elementary Educators) 
63 
Secondary Educators 40 
Paediatricians 39 
Audiologists 3 
Total 158 
 
Some problems in the data collection were apparent from early on.  The first 
problem was the fact that some service providers who work in elementary schools 
received two or even three copies of the questionnaire since they serve in more than one 
school.  The underline cause of this was the fact that some parents failed to provide me 
the complete names of the service providers.  The second problem was the fact that I 
intentionally sent questionnaires to all paediatricians that work at the Children’s Hospital 
in Nicosia even though I knew that only two children of the families that participated in 
the study visit a peadiatrician there and the rest visit pediatricians who work in the private 
sector.  As it became obvious later on, most paediatricians who work in the Children’s 
Hospital did not respond to this questionnaire since they do not have any experience 
working with these children.  Having these obstacles in mind, I believe that the real 
number of service providers who received a questionnaire is approximate 130. 
The stage of data collection of the questionnaires lasted two months.  By the first 
week of February, I had collected 57 questionnaires.  At the same time, I started calling 
to remind all the service providers who work in schools and the doctors that had not 
responded.  During this follow-up, five doctors have requested an additional copy of the 
questionnaire since they did not receive the one that was sent to them in early January.  In 
addition, a number of paediatricians apologized for not responding until then since they 
were extremely busy in January due to an epidemic virus. 
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Following the first follow up, I collected 20 additional questionnaires that reached 
a total of 77 questionnaires.  On Feb 21st 2003, I sent additional questionnaires to those 
service providers that had not responded until then.  By March 15th 2003 I collected five 
more questionnaires that led to a total number of eighty-two.  Table 9.2 depicts the total 
number of participants separated into three groups.   
 
Table 9.2 Number of Participants in the Interviews and Number of Respondents to the 
Questionnaires  
 Interviews Questionnaires 
Families 48  
Service Providers  82 
Representatives from the Ministries 3  
 
It is my belief that those service providers who did not respond to the 
questionnaires have done so either because they do not acknowledge the influence of 
research studies on the daily reality of their work or because they are asked to participate 
in such studies quite often.  Detailed information regarding the participants follows in the 
next two subsections that are devoted on their demographics. 
 
9.5 Demographics from the Interviews towards Parents 
The subsection on the demographics provides a detailed presentation of the 
families that participated in this study.   
As it was mentioned before, forty-eight families participated in the study.  In 65% 
of the cases, only the mother was present in the interview.  From these cases one 
interview was conducted by phone.  This was the result of the parental insistence that she 
was extremely busy during that period and could not sacrifice any of her time for a home 
interview.  In 23% of the cases, both parents were present and in 8% only the father was 
present.  Lastly, in one case the maternal grandmother accompanied the parents and in 
another case another family member accompanied the mother.  In the first case, the 
family considered the presence of the maternal grandmother necessary since she has 
taken an active role in the child’s education and communication as both parents have a 
 96
profound hearing impairment and use only manual communication.  In the second case, 
the mother was accompanied by her sister-in-law.  The presence of the sister-in-law was 
justified since the latter always accompanies the mother in her school visits.  This is 
necessary as the mother does not drive, her sister-in-law has children in the same school 
and the father runs a small family business that keeps him extremely busy in the 
mornings.  I would like to note here that five parents from those interviewed are members 
of the board of the Association of Parents of Deaf Children.  Table 9.3 provides a 
presentation of the participation that has been verbally described. 
 
Table 9.3 Family Member Participating at the Interviews 
Participation (n=48) Percent 
mother 64.6 
father 8.3 
both parents 22.9 
parents and other 4.2 
 
Furthermore, 38% of the parents said that they both attend the meetings with the 
service providers either together or alternately depending on the availability of time and 
the seriousness of the topic under discussion.  In other cases, practical obstacles due to 
the occupation, the proximity and the mobility of parents cause the attendance of only 
one of them to these meetings.  In one case, the grandmother attends these meetings since 
both parents have a profound hearing impairment and use mainly manual communication.  
In another case, the mother along her sister-in-law meets the service providers. 
Eighty-five percent of the families reported that, as far as they know, there is no 
family history of hearing loss and that hearing loss has come as a surprise to them.  The 
remaining referred to such a possibility.  These findings should be interpreted with some 
caution since in one village even though the children of three families are relatives 
(cousins or distant relatives), none of them mentioned the possibility of a family history 
of hearing loss.  The same observation was made with two additional families in another 
village.  
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Fifty-six percent of the participating families live in an urban area and 33% in a 
rural area (Table 9.4).  However, the distance between the urban center and all rural areas 
does not exceed a thirty-minute drive.  This explains why 92% of the children of these 
families attend school in urban areas (Table 9.4).  This is the result of either a parental 
choice since they believe that students can receive better services in urban areas or the 
absence of a special educator in their area due to the small number of students with 
hearing impairment.  According to some parents, the daily dislocation of their children is 
not a problem since their areas are in close proximity to the urban centres and their 
children commute to the city on a school bus. 
 
Table 9.4 Family’s Location of Residence and Children’s Location of School 
Area (n=48) Home School 
urban area 56.25 91.6 
rural area 33.75 8.4 
 
Table 9.5 depicts the parental age.  The majority of the parents belong to the older 
age groups.  This can be explained partially by the fact that the range of students that this 
study targeted was between 3-15, the possibility that the children of younger parents have 
not been diagnosed yet or the decrease in the number of children with hearing impairment 
that is observed worldwide over the last years.  
 
Table 9.5 Participating Parents’ Age Group 
Age group (n=48) Percentage of Fathers Percentage of Mothers 
26-30 4.2 14.6 
31-35 10.6 16.6 
36-40 31.2 29.2 
41- 52 39.6 
Missing 2.1 0 
3
Table 9.6 depicts the parental educational level.  The percentages that are 
observed here for tertiary education graduates are a bit lower than the percentages of the 
                                                 
3 The term “missing” that is used in a number of tables signifies that one father is deceased. 
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national averages that were provided in the Theoretical Part since those percentages refer 
to the 1990s statistics whereas these percentages refer to participants who attended school 
in the 1980s.  
 
Table 9.6 Participating Parents’ Educational Level 
Educational Level Percentage of Fathers (n=48) Percentage of Mothers (n=48) 
Elementary education graduate 23.1 25 
Secondary education graduate 48.3 47.9 
Tertiary education graduate 27.3 27.1 
Missing 2.1  
 
I managed to collect the occupation of the fathers through an open-ended 
question.  I then grouped the occupations into six categories (Table 9.7).  Almost half of 
the fathers are manual workers.  This heterogeneous category includes cabinetmakers, 
drivers, plumbers, upholsterers, mechanics, builders, turners, bakers, gardeners and 
farmers.  Fifteen percent of the fathers work in the private sector.  As before, this 
category includes diverse occupations such as insurers, as well as workers in factories 
and hotels.  Seventeen percent are public sector servants and work in various public 
offices.  Six percent of the fathers run their own family business, 2% are educators at an 
institution of tertiary education and the rest are freely employed.  This last category 
includes architectures, accountants and doctors. 
Table 9.7 Occupation of Fathers 
Occupation (n=48) Frequency Percent 
Manual worker 23 48.3 
Private sector servant 7 14.6 
Public sector servant 8 16.7 
Businessman 3 6.3 
Educator 1 2.1 
Freely employed 5 10.4 
Missing 1 2.1 
 
In the open-ended question on maternal occupation a new category was added 
(Table 9.8).  More than half of the mothers are housewives.  Only one mother is a manual 
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worker.  Nineteen percent of the mothers work in the private sector and 10% work in the 
public sector.  Four percent are businesswomen and 4% more are educators.  The 
remaining 4% of the mothers are doctors and belong to the category of the freely 
employed. 
 
Table 9.8 Occupation of Mothers 
Occupation (n=48) Frequency Percent 
Manual worker 1 2.1 
Housewife 27 56.3 
Private sector servant 9 18.8 
Public sector servant 5 10.4 
Businesswomen 2 4.2 
Educator 2 4.2 
Freely employed 2 4.2 
 
Fifty-two percent of the children whose families participated in the study are 
between the ages of 12-15 (Table 9.9).  Most of them (fifteen) already attend secondary 
school, five of them are still in the final grade of the elementary school and the rest attend 
the School for the Deaf.  Moreover, 21% of the children are between the ages of 9-12, 
19% are between 6-9 and 8% are between 3-6 years.  From these children 58% are girls 
and 42% are boys. 
 
Table 9.9 Children’s Age Group 
Age group (n=48) Percent 
3-6 8.3 
6-9 20.8 
9-12 18.8 
12-15 52.1 
 
Sixty percent of the families have children whose hearing loss is greater than 
90dB or they are considered to have a profound hearing impairment (Table 9.10).  
However, a number of parents could not recall with certainty the hearing level of their 
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child and merely indicated that the children’s hearing loss is “total” or “very serious”.  
Thirty-five percent of the children have severe hearing loss (60-90dB) and only 4% have 
a hearing loss lower than 60dB.  From all children, only 13% have undergone a cochlear 
implant the majority of which are between the ages 3-6.  Cochlear implants are conducted 
in cooperation with a hospital in Germany, initially in Germany and more recently in 
Cyprus.  Some parents whose children have not undergone a cochlear implant said that 
when their children were much younger, cochlear implants were not known to them and 
have never considered that option for their child.  Other parents admitted that they were 
reluctant to proceed to such an operation.  Few parents also said that doctors diagnosed 
that this surgery was not appropriate for their child. 
 
Table 9.10 Children’s Level of Hearing Loss 
Hearing Loss (n=48) Percent 
40-60dB 4.2 
60-90dB 35.4 
90dB- 60.4 
 
Half of the children started receiving support from a service provider somewhere 
between the ages 3-6 and 46% between the ages 0-3.  The current service provision 
system for children under the age of three provides two options.  One is parental guidance 
through a Portage Program that is run by the School for the Deaf and the other is through 
intervention programs conducted on an individual basis from service providers in the 
private sector.  Only 4.2% said that their child started receiving support when they 
entered the elementary school at the age of 6.  One of them was a child with an acquired 
hearing loss that gradually progressed and became profound and the other one was a child 
with moderate hearing loss whose parents sought help late. 
Table 9.11 shows a surprising finding.  None of the children use solely manual 
communication.  In fact, most of the children use only oral communication and the rest 
both manual and oral communication.  Almost all children who use the manual mode of 
communication attend or at some point attended the School for the Deaf.  In the 
mainstreamed schools, children are mostly taught through a lip-reading method since the 
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Ministry of Education does not recognise sign language as the official language of people 
with hearing impairment.  However, the parents reported an increased tendency in the use 
of manual communication over the years not only from their children but from them as 
well through the attendance of evening courses. 
 
Table 9.11 Children’s Mode of Communication  
Communication Mode (n=48) Percent 
oral mode 68.8 
both oral and manual 31.3 
 
Forty percent of the children attend regular school without receiving special 
education support (Table 9.12).  The greatest majority of those attends mainstreamed 
secondary school and receives support from their mainstream secondary educators.  The 
remaining attends elementary school and receives support from the teacher of the 
classroom.  One child does not receive any support.  Thirty-five percent of the children 
attend mainstreamed elementary school and receive support from special educators.  
Fifteen percent attend the School for the Deaf and 10% attend partially a mainstreamed 
school and partially the School for the Deaf.  This last program is a result of the 
coordination of the School for the Deaf and a public elementary school that are located 
next to each other. 
 
Table 9.12 Type of Educational Placement of Participating Children 
Educational Placement (n=48) Percent 
regular school without special education support 39.6 
regular school with special education support 35.4 
special school 14.6 
partially at a special and partially at a regular school 10.4 
 
9.6 Demographics from the Questionnaires towards Service Providers 
The final subsection of the methodology contains a detailed description of the 
service providers that had responded to this study.  As it was mentioned before, service 
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providers from seven occupational groups have participated in the study.  The numbers of 
each group are presented in Table 9.13. 
 
Table 9.13 Number of Service Providers of Different Occupational Groups who 
Responded in the Questionnaires 
Service Providers Participants 
Speech-Language Pathologists 6 
Otolaryngologists 7 
Elementary Educators 13 
Secondary Educators 21 
Pediatricians 15 
Special Educators 19 
Audiologists 1 
Total 82 
 
The participants were 68% women and 32% men.  Table 9.14 depicts the age 
groups of the participants.   
 
Table 9.14 Service Providers’ Age Group 
Age Group (n=82) Frequency Percent 
21-30 13 15.9 
31-40 26 31.9 
41-50 34 40.6 
51-60 8 10.1 
61- 1 1.4 
 
In terms of their years of experience in practice, 34% of the service providers 
have between 11-15 years of experience, 20% between 6-10 and 18% between 0-5 years 
of experience.  Twelve percent has between 16-20 years and 12% more 26 years of 
experience.  Table 9.15 presents these findings. 
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Table 9.15 Years of Experience of Service Providers 
Years of Experience (n=82) Frequency Percent 
0-5 15 18.3 
6-10 16 19.5 
11-15 28 34.1 
16-20 10 12.2 
21-25 3 3.7 
26- 10 12.2 
 
The greatest majority, almost 70% of the respondents, works in the public sector, 
26% in the private sector and the remaining 5% in both sectors (Table 9.16).  Except one 
of the Paediatricians who participated in the study, work in the private sector.  This was 
expected since only one or two families have said that their pediatrician works in the 
public sector.  Similarly, all but one of the Otolaryngologists works in the private sector.  
On the contrary, the greatest majority of the educators work in the public sector. 
 
Table 9.16 Service Providers’ Employment in the Public and the Private Sectors  
Sector (n=82) Percent 
public sector 69.5 
private sector 25.6 
both sectors 4.9 
 
The majority of service providers work with 1-5 children with hearing impairment 
each year (Table 9.17).  This is caused partially by the policy of the Ministry of 
Education that requires each educator to work with maximum five students every year.  
The small number of children with hearing impairment in the island can also explain this 
observation. 
 
Table 9.17 Number of Children with Hearing Loss that Service Providers Work with 
(per year) 
Number of Children (n=82) Percent 
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1-5 65.9 
6-10 18.3 
11-15 2.4 
16- 13.4 
 
The final demographic that was extracted from the questionnaires was the area in 
which the service providers work (Table 9.18).  As it was expected, the greatest majority 
works in an urban area, 16% in a rural area and the rest in both areas.  Those who work 
both in urban and rural areas are either special educators or speech-language pathologists 
who usually serve in two or three schools every week.  This practice is made possible 
since the distances in the island are not very long. 
 
Table 9.18 Location of Employment of Service Providers 
Area (n=82) Percent 
urban 76.8 
rural 13.4 
both 9.8 
 
I did not include any additional demographics in the first section of the 
questionnaires towards service providers.  This was not necessary since service providers 
within the same occupational group enjoy more or less the same social status.  In 
addition, the salary of those who work in the public sector depends solely on the years of 
experience.  Lastly, the Ministry of Education appoints the educators who work in the 
public sector to different schools on a basis of an eight-year rotating system (Georgiou, 
Christou, Stavrinides & Panaoura, 2002). 
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10. Quantitative Data 
 
 Quantitative Data is the data that derives from questions whose responses are 
fixed and predetermined.  Such questions were included in both the interviews and the 
questionnaires.  This section is divided in three subsections.  The first subsection merely 
presents the verbal description of the findings of the research along some tables that 
enable the reader to better visualize the results.  The second subsection is devoted on the 
the statistical analysis of the quantitative data through the utilization of factor analysis 
and the third subsection includes some between-group comparisons.  Each of these 
subsections is divided into smaller parts in order to achieve a better organization of the 
big amount of information that came up from this study. 
 
10.1 Data Presentation 
 The subsection on Data Presentation is divided into seven parts based on the 
seven hypotheses that have been already formulated and the groups of questions of both 
the interviews and the questionnaires that had targeted these hypotheses.  In addition, the 
presentation of data is further separated between those that derive from the interviews 
and those that derive from the questionnaires. 
 
10.1.1 Service Delivery Practices 
 A number of questions that was contained in both the interviews towards parents 
and the questionnaires towards service providers focused on the daily practices of service 
delivery such as the goal-setting, the decision-making, the exchanging information, the 
respect of the parental role, the posing of questions, the comprehension of the vocabulary 
used, the problem-solving and the devotion of time between the stakeholders. 
 
10.1.1.1 Interviews Towards Parents 
Through the interviews towards parents, parents expressed their perceptions 
regarding the daily practices of service delivery.  In all aspects of the daily practices 
(goal-setting, decision-making, exchange of information, respect of the parental role, 
posing of questions, comprehension of the vocabulary used, problem-solving and time) 
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the majority of parents declared that they do so with all service providers.  In 
percentages, their responses range from 52% in goal setting to 77% in posing of 
questions.  Particularly, parents set goals, share decision-making, exchange of 
information, and problem solving with all service providers.  In addition, parents feel 
encouraged to pose questions with all of them.  Lastly, parents comprehend the 
vocabulary that all service providers use and said that all service providers respect their 
role and devote satisfactory time to them.  The answers of the rest of the parents were 
separated between the responses that many or few service providers do so and only 
exceptionally gave a negative response.   
In the question on the comprehension of the vocabulary that service providers use, 
some parents differentiated the vocabulary that doctors’ use from that of the educators’ 
and noted that over the years they have gained an unprecedented familiarity with this 
terminology. 
 
10.1.1.2 Questionnaires Towards Service Providers 
 The same set of questions on the daily practices of service delivery has been 
directed towards service providers.  The results of these answers provide a greater 
variation.  The smallest percentage was reported in the question on the time that parents 
devote on them where only 16% of the service providers said that they are happy with all 
parents.  On the contrary, the greatest percentage was observed on the question on posing 
of questions (90%).  In the rest of the questions, the percentages vary between the two 
extremes.  
 
10.1.2 Coordination Among Service Providers 
Two closed-ended questions on the coordination among the service providers that 
work in the two sectors constitute this subsection. 
 
10.1.2.1 Interview towards Parents 
During the interviews, 29% of parents said all service providers respect their 
colleagues, 25% said many and 23% said only few.  Nineteen percent said that they could 
not judge because they do not have such experiences.  
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In response to the question on whether they have ever reached a private sector 
service provider to receive intervention for their child, one third of the parents said that 
they never did.  In their comments, only few parents said that they are aware of any 
attempts on behalf of a service provider to contact his/her colleague.  In fact, some of the 
service providers were not even aware that their student was participating in another 
intervention program or even if they knew, they were not willing to intervene in the work 
of the other.  A couple of parents suggested that the best solution is to arrange the child to 
work with the same service provider both in the mornings and in the afternoons.  In other 
cases, parents admitted that they “act as a mediator between the service providers” and 
that coordination depends on the character of a person. 
 
10.1.2.2 Questionnaire towards Service Providers 
In the questionnaires, service providers were asked whether they respect the 
knowledge and skills of their colleagues from different occupations.  The most interesting 
cases were those of the Secondary Educators and the Paediatricians.  Sixteen percent and 
7% of the two groups respectively said that they value the knowledge of only few of their 
colleagues.  The rest of the occupational groups responded in a more positive way 
towards the knowledge and the skills of their colleagues.  In the second question 63% 
admitted that there is no coordination among the service providers of the public and the 
private sectors and only 22% said that there is coordination among all of them. 
 
10.1.3 Parental Information 
This group of questions aimed to find out about the kind of information parents 
receives from the service providers especially in the early years when they have limited 
experience and information.  In general, parents have three sources of information.  The 
first is the service providers, the second is the Association of Parents of Deaf Children 
and the third is individual parents.  Each of the sources of information is discussed 
separately. 
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10.1.3.1 Information from the Service Providers 
Service providers appear to be the major source of information for parents.  A 
series of questions have been used to differentiate the kind of information that parents 
receive.  Parents can receive information on the educational services, the health services, 
the social services, the economic benefits, their legal rights, the presence of other parents 
of hearing impaired children in their area of residence, the transition to another school 
and the future of their child.   
As Table 10.1 shows, 21% of parents said that all service providers had been 
helpful in providing information related to educational programs and services that they or 
their child are entitled for.  Thirty-five percent said that many service providers had 
informed them and 29% said that few of them had done so.  Fifteen percent of the parents 
said that they had never received any such information from the service providers. 
 
Table 10.1 Percentage of Service Providers who Inform Parents on the Educational 
Services 
 
 
Response (n=48) Frequency Percent 
all 10 20.8 
many 17 35.4 
few 14 29.2 
no one 7 14.6 
Similar percentages were observed in the responses regarding the health and 
social services as well as the economic benefits and the transition to another school.  
However, the responses are substantially differentiated regarding the legal rights.  The 
greatest majority of parents, more than 83%, complained that no service provider had 
informed them about their legal rights.  Things are slightly better regarding the 
information on the presence of other parents of children with hearing impairment in the 
area and the information on the future of the children.   
Regarding the information on the transition to another school, one mother 
complained that in the case of her daughter this preparation had not been successful 
because it came late and the child failed to stay in the mainstreamed school and 
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consequently returned to the School for the Deaf a year later.  Some parents commented 
on the information on the future of their children.  Most parents pointed out that their 
child is still too young to start worrying about their future.  Another opinion that was 
heard was that the future of the child is “strictly a family issue” and not a matter to be 
discussed with service providers.  Other parents said that they have discussed it only with 
doctors, or the school counselor or their own “children who will eventually take the 
decision”. 
Service provides were also asked about the provision of information to parents 
through the same set of questions.  Similar percentages were observed in all questions.  
However in the question regarding the educational services, almost half of the service 
providers said that they do so towards all parents.  The percentages in the rest of the 
questions were slightly lower.  Some service providers expressed the belief that the 
provision of information to parents is not their responsibility.  Others admitted that they 
do not inform parents adequately since they are not informed from their supervisors 
regarding the range of services that exist.   
 
10.1.3.2 Information from the Association of Parents of Deaf Children 
Parents were asked the same series of questions regarding the information they 
receive from the Association of Parents of Deaf Children.  This association is the sole 
parental association of children with hearing impairment in the island. 
Regarding the information on the educational, health, and social services as well 
as the economic benefits, the percentages are quite similar.  One third of the parents are 
informed in a great extent, 20% is informed in a little extent and 40% not at all.  Things 
differentiate a bit regarding the information regarding the parental legal rights.  
Characteristically, sixty-nine percent of the parents declared that the association has 
never informed them on this issue. 
Even though there was no open-ended question on the role of the Association of 
Parents of Deaf Children, the discussion on the sources of information had sparked an 
extensive discussion regarding the parental feelings and beliefs on the role of their 
association.  Most parents accused the association for dealing with issues that are not 
related to the interests of the majority but are mostly connected with the concerns of the 
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parents who are members of the board.  Additionally, parents reported conflicts among 
parents during the association meetings and expressed their skepticism whether is it 
worthwhile to attend these meetings since they receive all the information they need from 
the service providers.  Some parents accused the association for not informing all parents 
equally and have given an example of such an incidence that occurred during the visit of 
a team of doctors from abroad, which came to the island to examine the children with 
hearing impairment.  Few complained that the only contact they have with the association 
is its annual notification of its election day through the mail.  Other parents referred to a 
conflict that exists between the parental association and the School for the Deaf over 
mainstreaming and the use of manual communication.   
However, not all parents presented a negative site and stressed out the 
responsibility that each parent holds to make some sacrifices and attend the meetings.  
Furthermore, the board members defended the role of the association and emphasised the 
efforts they have made these years to achieve equal opportunities and progress for all 
students and for eliminating the discrimination against their children.  They also stressed 
out the chaos that existed ten years ago and the progress that was made over the most 
recent years. This progress was justified though the presentation of a number of benefits 
which families are now entitled for.  In addition, they emphasised their future plans that 
include the safeguarding of the vocational rehabilitation of their children and the 
acceptance of the children’s high-school diplomas as equal with the ‘non-disabled’ high-
school graduates. 
Obviously, some parents hold a prejudice against the association and more 
specifically towards those members of its board who hold the same position for years 
either because they prefer to maintain it and promote their own interests or because no 
other people are interested to get involved in such a time-consuming and laborious 
activity.  For practical reasons, the association informs its members for its events and 
meetings mainly by phone.  Consequently, it does not reach all of them or even when it 
does, not all parents show the interest or have the time to attend these meetings.  
Moreover, the association lacks the money and the will to engage in activities such as 
organizing detection mechanisms or support groups for new parents.  Additionally, some 
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efforts to bring experts from abroad are not always welcomed since parents are 
suspicious that board members would notify only few of them.   
 
10.1.3.3 Information from Parents as Individuals 
Finally, parents can be informed on an individual basis and informally from other 
parents.  Such parents are mainly parents of their children’s classmates, relatives or 
colleagues who have also a child with hearing impairment.  As before, parents responded 
in a similar way on the questions regarding the educational, heath, social services as well 
as the economic benefits.  Almost 60% of the parents said that they never receive 
information on these issues from individual parents.  The percentage is even higher 
(88%) regarding the information on the legal rights.   
A general comment made was that parents are reluctant to listen to the 
information that individual parents spread because in some cases in the past they had 
received either confusing or unreliable information from them.  Therefore, they prefer to 
take into consideration only the information that derives from either the ministries and 
the service providers or the parental association.   
 
10.1.4 Parental Expectations from the Public and the Private Sectors 
This subsection was devoted to the parental expectations from the two sectors.  
Initially, parents were asked to declare the sector from which they have higher 
expectations (Table 10.2).  An overwhelming 73% of the parents have higher 
expectations from the public sector, 8% from the private sector and 19% from both 
sectors equally.  More thorough elaboration of the parental beliefs is provided in the 
section on Qualitative Data since an open-ended question had followed this question.  
 
Table 10.2 Level of Parental Expectations from the Public and the Private Sectors 
 
 
 
 
 
Response (n=48) Frequency Percent 
From the public sector  72.9 
From the private sector  8.3 
From both sectors equally  18.8 
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10.1.5 Ministerial Policies 
The ministerial policies and the consequent administrative factors that affect 
coordination was the focus of both a closed and an open-ended question.  It must be 
reminded here that in the case of Cyprus three ministries are primarily involved in the 
service provision towards children with disabilities.  In this subsection a referral is only 
made regarding the closed-ended question.  The presentation of the data that derived from 
the open-ended question follows in the section on Qualitative Data. 
 
10.1.5.1 Interviews towards Parents 
Through the interviews towards them, one third of the parents admitted that they 
are not aware whether the policies of the Ministry of Education, the Ministry of Health 
and the Ministry of Labour and Social Insurance enhance service coordination.  Almost 
equal number of people (18%) responded that all, many, or few ministerial policies 
enhance coordination and 8% said that no one does.  The greatest majority (38%) said 
that they are not aware of the ministerial policies that facilitate coordination.   
 
10.1.5.2 Questionnaires towards Service Providers 
A similar picture is observed among service providers.  Table 10.3 provides a 
summary of the responses of all service providers and Table 10.4 segregates their 
responses by occupational group.  Surprisingly, a great number of service providers are 
not aware of the policies and the practices of these ministries on coordination (Table 
10.3).  As Table 10.4 shows, the percentages are particularly high among Secondary 
Educators (47%) and Paediatricians (53%).  In addition, many service providers believe 
that none of the ministerial policies and practices enhances coordination (Table 10.3).  It 
is evident in Table 10.4 that this belief is particularly high among Speech-Language 
Pathologists (17%) and the Otolaryngologists (33%).  However, throughout all 
occupational groups, the dominant belief is that few such policies and practices enhance 
coordination (Table 10.3).  It is indicative that 67% of the Speech-Language Pathologists, 
50% of the Otolaryngologists, 39% of the Elementary Educators, 29% of the Secondary 
Educators, 20% of the Paediatricians and 59% of the Special Educators have expressed 
such a belief. 
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Table 10.3 Overview of Service Providers’ Perceptions regarding the Ministerial 
Policies on Coordination 
Response (n=75) Percent 
all 6.7 
many 20.0 
few 41.3 
no one 8.0 
I am not aware 24.0 
 
Table 10.4 Perceptions of Service Providers from Different Occupational Groups 
regarding the Ministerial Policies on Coordination 
Occupational Group Response Frequency Percent 
Speech Language Pathologists (n=6) all 1 16.7 
 few 4 66.7 
 no one 1 16.7 
Otolaryngologists (n=6) many 1 16.7 
 few 3 50.0 
 no one 2 33.3 
Elementary Educators (n=13) all 1 7.7 
 many 5 38.5 
 few 5 38.5 
 no one 1 7.7 
 I am not aware 1 7.7 
Secondary Educators (n=17) all 1 5.9 
 many 3 17.6 
 few 5 29.4 
 I am not aware 8 47.1 
Pediatricians (n=15) many 4 26.7 
 few 3 20.0 
 I am not aware 8 53.3 
Special Educators (n=17) all 2 11.8 
 many 2 11.8 
 few 10 58.8 
 no one 2 11.8 
 I am not aware 1 5.9 
Audiologists (n=1) few 1 100.0 
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10.1.6 Legislative Directives 
A closed- and an open-ended question constituted the set of questions regarding 
the legislation that promotes coordination.  As before, this subsection presents only the 
closed-ended question that was included in both the interviews and the questionnaires.   
 
10.1.6.1 Interviews towards Parents 
More than half of the parents admitted that they are not aware of any piece of 
legislation that enhances coordination (Table 10.5).  Ten percent said that all laws 
enhance coordination, 13% said that many do so, and 17% said only few.  Eight percent 
of the parents said that no law enhances coordination. 
Table 10.5 Parental Perceptions regarding the Enhancement of Coordination through 
the Current Legislation  
Response (n=48) Frequency Percent 
no one 4 8.3 
few 8 16.7 
many 6 12.5 
all 5 10.4 
I am not aware of this 25 52.1 
 
10.1.6.2 Questionnaires towards Service Providers 
Table 10.6 depicts a summary of the responses of the service providers on the 
legislation that enhances coordination and Table 10.7 provides a more detailed account of 
these responses separated by occupational groups.  Most of the service providers 
admitted their ignorance of the laws (Table 10.6).  Specifically, 17% of the Speech-
Language Pathologists, 50% of the Ear-Nose Throat Specialists, 69% of the Elementary 
Educators and 77% of the Secondary Educators, 77% of the Paediatricians and 24% of 
the Special Educators said that they are not aware of the legislation (Table 10.7).  It is 
apparent that the Speech-Language Pathologists and the Special Educators appear to be 
more informed regarding the legislation whereas the Paediatricians are the least informed 
(Table 10.7).  The majority of the remaining occupational groups believe that few laws 
enhance coordination (Table 10.7). 
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Table 10.6 Overview of the Perceptions of Service Providers regarding the 
Enhancement of Coordination through the Current Legislation 
Response (n=73) Percent 
few 26.0 
many 15.1 
all 4.1 
I am not aware 54.8 
 
Table 10.7 Perceptions of Service Providers from Different Occupational Groups 
regarding Enhancement of Coordination through the Current Legislation 
Occupational Group Response Frequency Percent 
Speech Language Pathologists (n=6) few 3 50.0 
 many 1 16.7 
 all 1 16.7 
 I am not aware 1 16.7 
Otolaryngologists (n=6) few 1 16.7 
 many 1 16.7 
 all 1 16.7 
 I am not aware 3 50.0 
Elementary Educators (n=13) few 2 15.4 
 many 2 15.4 
 I am not aware 9 69.2 
Secondary Educators (n=17) few 2 11.8 
 many 2 11.8 
 I am not aware 13 76.5 
Pediatricians (n=13) few 2 15.4 
 many 1 7.7 
 I am not aware 10 76.9 
Special Educators (n=17) few 8 47.1 
 many 4 23.5 
 all 1 5.9 
 I am not aware 4 23.5 
Audiologists (n=1) few 1 100.0 
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10.1.7 Pre and In Service Training on Coordination and Family Issues 
The last subsection of the Quantitative Data consists of two closed-ended 
questions regarding the training of service providers on family issues and coordination.  
In the case of the question on family issues, I specified that family issues include 
training on family intervention, sensitivity on parental roles and ethics.  Table 10.8 shows 
the results.   
 
Table 10.8 Overview of the Timing of Training of Service Providers on Family Issues 
Response (n=80) Percent 
as a univ. student 21.3 
as a professional 8.8 
both as a univ. stud. and professional 17.5 
never received any training 52.5 
 
Table 10.9 presents the responses of service providers regarding their training on 
family issues in more details.  The most interesting categories are those of Elementary 
and Secondary Educators.  These educators teach students with hearing impairment in 
mainstreamed classrooms along their ‘non-disabled’ peers.  Sixty-nine and 80% 
respectively have answered that they have never received any pre- service or in- service 
training.  Sixty-seven percent of both the Pediatricians and the Otolaryngologists gave the 
same response.  The Speech-Language Pathologists and the Special Educators appear to 
be better prepared with most of them receiving both types of training. 
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Table 10.9 Perceptions of Service Providers from Different Occupational Groups on 
the Timing of their Training on Family Issues 
Occupational Group Response Percent 
Speech-Language Pathologists (n=6) as a univ. student 50.0 
 both as a univ. stud. and professional 50.0 
Otolaryngologists (n=6) as a univ. student 33.3 
 never received any training 66.7 
Elementary Educators (n=13) as a univ. student 30.8 
 never received any training 69.2 
Secondary Educators (n=20) as a univ. student 5.0 
 as a professional 10.0 
 both as a univ. stud. and professional 5.0 
 never received any training 80.0 
Pediatricians (n=15) as a univ. student 6.7 
 as a professional 20.0 
 both as a univ. stud. and professional 6.7 
 never received any training 66.7 
Special Educators (n=19) as a univ. student 31.6 
 as a professional 10.5 
 both as a univ. stud. and professional 42.1 
 never received any training 15.8 
Audiologists (n=1) both as a univ. stud. and professional 100.0 
 
 I also looked at the training of service providers based on the age group they 
belong to.  The percentages are particularly high within the younger age groups (Table 
10.10).  Sixty nine percent of the service providers who belong in the age group 21-30 
and 58% of those who belong in the age group 31-40 have received such training.   
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Table 10.10 Percentages of Services Providers from Different Age Groups who have 
Received Training on Family Issues  
Age Group (n=80)  have received training never received any training 
21-30 (n=13) % within age 69.2% 30.8% 
31-40 (n=26) % within age 57.7% 42.3% 
41-50 (n=33) % within age 31.3% 68.8% 
51-60 (n=7) % within age 37.5% 62.5% 
61- (n=1) % within age 100.0% .0% 
Total % within age 47.5% 52.5% 
 
 The second closed-ended question was referring to the training on issues related 
to coordination.  Such issues are the collaborative decision-making, the alternative 
strategies, the sharing of information, the problem solving, the accountability, and the 
mutual respect.  The summary of the responses regarding the training of service providers 
on coordination depicted in Table 10.11 is even more discouraging than the one on the 
family issues (Table 10.8).   
 
Table 10.11 Overview of the Timing of Training of Service Providers on Coordination 
Response (n=77) Percent 
as a univ. student 11.7 
as a professional 9.1 
both as a univ. stud. and professional 20.8 
never received any training 58.4 
 
Table 10.12 shows that 33% of the Speech-Language Pathologists, 50% of the 
Otolaryngologists, 58% of the Elementary Educators, 75% of the Secondary Educators, 
87% of the Paediatricians and 28% to the Special Educators have never received pre- or 
in- service training on coordination.  
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Table 10.12 Perceptions of Service Providers from Different Occupational Groups on 
their Training on Coordination 
 
Occupational Group Response Percent 
Speech-Language Pathologists (n=6) both as a univ. stud. and professional 66.7 
 never received any training 33.3 
Otolaryngologists (n=6) as a univ. student 33.3 
 as a professional 16.7 
 never received any training 50.0 
Elementary Educators (n=12) as a univ. student 16.7 
 both as a univ. stud. and professional 25.0 
 never received any training 58.3 
Secondary Educators (n=20) as a professional 20.0 
 both as a univ. stud. and professional 5.0 
 never received any training 75.0 
Pediatricians (n=15) as a professional 6.7 
 both as a univ. stud. and professional 6.7 
 never received any training 86.7 
Special Educators (n=18) as a univ. student 27.8 
 as a professional 5.6 
 both as a univ. stud. and professional 38.9 
 never received any training 27.8 
 
 Looking at the training of service providers on coordination (Table 10.13) based 
on their age the observations are similar to the ones made for the training on family issues 
(Table 10.10).  Younger service providers have received more training on coordination 
than their older colleagues.  Interestingly, the service providers who are between the ages 
31-40 are the most well prepared age group even better than those of their colleagues 
within the age group 21-30. 
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Table 10.13 Percentages of Services Providers of Different Age Groups who have 
Received Training on Coordination 
Age Group (n=80)  have received training never received any training 
21-30 (n=13) % within age 45.5% 54.5% 
31-40 (n=26) % within age 57.7% 42.3% 
41-50 (n=33) % within age 25.8% 74.2% 
51-60 (n=7) % within age 37.5% 62.5% 
61- (n=1) % within age 100.0% .0% 
Total % within age 41.6% 58.4% 
 
An elaborated discussion on the training of service providers is included in the 
section on the Qualitative Data.  
 
10.2 Data Reduction Techniques 
As already mentioned, the second subsection of the section on Quantitative Data 
is devoted on the Data Reduction Techniques that were used for the discussion of 
Hypotheses 1 regarding the daily practices of service delivery and Hypothesis 3 regarding 
the information that parents receive from service providers.  I utilised Data Reduction 
Techniques and particularly factor analysis to validate the content of the instruments of 
data collection and the subsequent justification of some subscales that already existed in 
these instruments as well as to engage in some comparisons between the two groups of 
participants.  Comparisons were essential in this description of the coordination system in 
Cyprus since they provide an account of the areas of agreement and disagreement 
between the two participant groups and a basis for investigating the reasons behind any 
differences.   
Before continuing into the application of this technique, I would like to add some 
information.  Initially, I have tried a three-factor model that did not provide satisfactory 
results.  At a next stage, I have used a two-factor model that provided a more satisfactory 
solution.  In this two-factor solution, I incorporated twenty-two variables.  In the rotated 
factor pattern matrices that are shown in the Annex, the criterion used was a factor 
loading greater or equal to 0.35 that means that those variables that do not meet this 
criterion have been removed from the data.  
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In the questionnaires to service providers, the two factors that were eventually 
been extracted have eigenvalue greater than one(1) and identify 46% of the overall 
information provided by the original twenty-two items.  In the interviews towards 
parents, the same two factors identify 42% of the overall information provided by the 
original twenty-two items. 
The first factor was named ‘daily practices of service delivery’.  It is comprised of 
ten variables.  More specifically, in the questionnaires to serviced providers, this factor 
lost the variables ‘posing questions’ and ‘comprehensibility of vocabulary’ since both of 
them did not meet the criterion 0.35.  In the interviews towards parents, this factor lost 
the variables ‘parental time devoted to service providers’ and ‘considering all family 
members’ for the same reason.  For reasons of comparison between the two groups and 
for creating factors with identical variables, I have also discarded ‘posing questions’ from 
the interviews towards parents and ‘time devoted to parents’ and ‘considering all family 
members’ from the questionnaires to service providers.  In addition, some variables in the 
interviews towards parents had loading in both factors.  For the variables ‘respect towards 
parents’, ‘problem-solving’ and ‘service providers’ time to parents’ I have retained the 
highest loading and for the variables ‘patience’, ‘sincerity’ and ‘friendliness’ I have 
incorporated them in this factor because theoretically they fit better in this factor.  As a 
result, the factor ‘daily practices of service delivery’ retained ten variables (Table 10.15).  
Following the identification of the variables of this factor, I conducted a reliability test 
that provided a Cronbach’s alpha of 0.85 for the questionnaire to service providers and a 
Cronbach’s alpha of 0.88 for the interviews towards parents.   
The second factor is comprised of four variables and it is named ‘information 
from the service providers’ (Table 10.16).  Even though the factor in the questionnaires 
towards service providers included more variables, I decided to retain only those four that 
were also included in the interviews towards parents.  The reliability test for the 
questionnaire to service providers provided a Cronbach’s alpha of 0.91 and the reliability 
test for the interviews towards parents a Cronbach’s alpha of 0.85. 
Consequently, the total number of variables that constitutes the two factors is 
fourteen. 
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Table 10.14 Number of Variables in each Factor 
Factor Name Number of Variables 
1 Daily Practices of Service Delivery 10 
2 Information from the Service Providers 4 
 
Table 10.15 Variables of Factor 1 
 Daily Practices of Service Delivery 
1 Parents and Service Providers Put Common Goals 
2 Parents and Service Providers’ Decision-Making 
3 Parents and Service Providers’ Information Exchange 
4 Perceptions on the Respect towards Parents 
5 Parents and Service Providers’ Problem-Solving 
6 Perceptions on the Service Providers’ Time to Parents 
7 Perceptions on the Individualized Education Program 
8 Parents and Service Providers’ Patience 
9 Parents and Service Providers’ Sincerity 
10 Parents and Service Providers’ Friendliness 
 
Table 10.16 Variables of Factor 2 
 Information from the Service Providers 
1 Information on Educational Services 
2 Information on Health Services 
3 Information on Social Services 
4 Information on Economic Benefits 
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10.2.1 Daily Practices of Service Delivery Practices 
As mentioned previously, the factor analysis has led in two factors.  The first 
factor was named ‘daily practices of service delivery’ and is comprised of ten variables.  
These variables targeted the common goals, the decision making, the information 
exchange, the respect towards parents, the problem solving, the time that service 
providers devote to parents, the Individualized Education Program, the patience, the 
sincerity and the friendliness of the stakeholders.  Following the factor analysis, I 
conducted a t-test to compare the responses of the two groups of participants.  The t-test 
has a t-value of 2.96, which, with 122 degrees of freedom has a two-tail significance of 
0.004.  This indicates that there is significant difference between the two sample means 
and therefore the Null Hypothesis of no difference is rejected.   
The two tables (Table 10.17, Table 10.18) depict the factor based on the 
questionnaire towards service providers and the interviews towards parents respectively 
and some information on the t-test. 
 
Table 10.17 Daily Practices of Service Delivery (Questionnaire to Service Providers) 
Factor Percentage 
(%) of 
Variance 
Cronbach’s 
alpha 
M SD Variables based on the 
Questionnaire towards Service 
Providers 
Service 
Delivery 
24.1 0.85 1.93 0.53 V11: goals 
V12: decision 
V13: information exchange 
V14: respect of parental role 
V17: problem solving 
V21: sptime 
V22: Individualised Education 
Program 
V41: patience 
V42: sincerity 
V43: friendliness 
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Table 10.18 Daily Practices of Service Delivery (Interviews to Parents) 
Factor Percentage (%) 
of Variance 
Cronbach’s 
alpha 
M SD Variables based on the Interviews 
towards Parents 
Service 
Delivery 
23 0.88 1.64 0.55 V25: goals 
V26: decision 
V27: information exchange 
V28: respect of parental role 
V31: problem solving 
V35: sptime 
V36: Individualised Education 
Program 
V55: patience 
V56: sincerity 
V57: friendliness 
 
 
10.2.2 Information from the Service Providers 
The second factor was named ‘information from the service providers’.  Variables 
included in this factor were those that seek information on education services, health 
services, social services and the economic benefits.  Once more, I conducted a t-test to 
compare the responses of the two groups of participants.  The t-test has a t value of –1.38, 
which, with 120 degrees of freedom has a two-tail significance of 0.17.  The t-test in this 
case indicates that the Null Hypothesis of no difference to be retained.  
The two tables (Table 10.19, Table 10.20) depict the factor based on the 
questionnaire towards service providers and the interviews towards parents respectively 
and some information on the t-test. 
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 Table 10.19 Information from the Service Providers (Questionnaire to Service 
Providers) 
Factor Percentage (%) 
of Variance 
Cronbach’s 
alpha 
M SD Variables based on the 
Questionnaire towards Service 
Providers 
Information 
from Service 
Providers 
21.88 0.91 2.21 1.09 V32: information on educational 
services 
V33: information on health 
services 
V34: information on social 
services 
V35: information on economic 
benefits 
 
Table 10.20 Information from the Service Providers (Interviews to Parents)  
Factor Percentage (%) 
of Variance 
Cronbach’s 
alpha 
M SD Variables based on the 
Interviews towards Parents 
Information 
from Service 
Providers 
19.1 0.85 2.47 0.85 V46: information on education 
services 
V47: information on health 
services 
V48: information on social 
services 
V49: information on economic 
benefits 
 
The subsection on the Data Reduction Techniques enabled me to make a better 
interpretation of the results that were presented on the subsection on the Quantitative 
Data.  Particularly regarding the Hypotheses 1 and 3, I was in a position to go beyond the 
mere description of the data through the combination of several questions into two factors 
treat the data with easiness and to draw conclusions that refer to the two hypotheses.  
Consequently, I made some inferences regarding the whole population of parents and 
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service providers on their perceptions on the daily practices and the information towards 
parents.  Furthermore, factor analysis allowed me to validate the content of the 
instruments of data collection and to verify some subscales that were included.  Besides 
the above, this technique allowed me to acquire a better understanding of the positions of 
the stakeholders regarding the issues under investigation, which is an essential 
prerequisite before proceeding to the section on the Qualitative Data.   
The t-test that was conducted regarding the first factor afterwards showed that 
parents and service providers do not agree on the coordination as it is being expressed 
through the daily practices of the service delivery.  However, parents and service 
providers agree on the information that the former receive from the latter.  
 
10.3 Comparisons Between the Two Groups of Participants 
 The third subsection of the section on Quantitative Data incorporates the t-tests 
that were conducted to compare the responses of the service providers and the parents 
regarding the ministerial policies and the legislation and detect any significant 
differences.  Once more, I considered the comparisons between the two groups essential 
since they provide an account of the perceptions of the two participating groups regarding 
these two issues and a step before further exploration of the reasons behind any possible 
differences.   
 
10.3.1 Ministerial Policies 
For testing Hypothesis 5 concerning the ministerial policies on coordination, the t-
test has revealed no significant difference between the two populations.  The verbal 
description of this observation is that the mean of parents and the mean of the service 
providers are not different and therefore the two groups share the same attitudes towards 
the ministerial policies and agree that these policies and practices give rise to a number of 
problems that are described thoroughly in the section on Qualitative Data.  More 
specifically, the t-test has a t value of –1.75, which, with 121 degrees of freedom has a 
two-tail significance of 0.86.  The t-test in this case indicates that the Null Hypothesis of 
no difference to be retained.  Table 10.21 provides some more information regarding the 
particular t-test. 
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 10.3.2 Legislative Directives 
For testing Hypothesis 6 on the legislative directives on coordination, I have also 
conducted a t-test.   In this occasion, the t-test has revealed no significant difference 
concerning the perceptions of parents and service providers on legislation.  The t-test has 
a t value of 0.25, which, with 119 degrees of freedom has a two-tail significance of 0.8.  
The t-test in this case indicates that the Null Hypothesis of no difference to be retained.  
Table 10.21 incorporates more information regarding this t-test. 
 
Table 10.21 Differences Between Service Providers and Parents  
 Service Providers Parents   
 M SD M SD df t 
Ministerial Policies 3.23 1.21 3.27 1.58 121 -0.17
Legislation 3.88 1.32 3.81 1.44 119 0.25 
 
T-tests allowed me to make comparison between the perceptions of the service 
providers and parents regarding the ministerial policies (Hypothesis 5) and the legislation 
(Hypothesis 6).  The perceptions of service providers and parents are similar regarding 
the ministerial polices and the legislation.  A discussion of the specific problems that the 
various stakeholders mention in an open-ended question that followed is contained in the 
section on the Qualitative Data.   
 All hypotheses and their results based on the quantitative data are discussed once 
more in conjunction with the qualitative data that follows.  
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11. Qualitative Data 
 
Qualitative Data is the data that derives from open-ended questions.  Apart from 
the qualitative data that was collected through the open-ended questions that were 
contained in the interviews towards parents and the questionnaires towards service 
providers, this section includes the data from the interviews that were conducted to the 
representatives of the Ministry of Health, the Ministry of Education and the Ministry of 
Labour and Social Insurance.  Lastly, it includes information from the interview that was 
conducted to a representative from the Mental Retardation Prevention Center that, as 
mentioned in a previous instance, is engaged with an initiative for universal infant 
screening along the Ministry of Health. 
 
11.1 Data Presentation 
 The section on Data Presentation is divided into nine subsections.  Each one of 
the first five subsections discusses the Hypotheses 2, 4, 5, 6, 7 separately based on the 
data that derives from both the interviews to parents and the questionnaires to service 
providers.  The last four subsections contain the data from the interviews to the 
representatives of the three ministries and of a private non-profit organisation.  
 
11.1.1 Coordination Among Service Providers 
In relation to Hypothesis 2 and the coordinating policies between the service 
providers from the public and the private sectors, both parents and service providers were 
asked to elaborate their beliefs through an open-ended question (Question 41 of the 
Interview and Question 27 of the Questionnaire).  More than half of the parents 
acknowledged that service providers overall respect the opinion or the diagnosis of 
others.  However, some parents accused particularly the paediatricians for ignoring the 
diagnosis of another colleague or for refusing to refer them to another doctor even though 
they were not in a position to conduct a simple diagnostic test for hearing impairment.  
Others criticised some service providers for being “selfish”, “suspicious of others”, 
“absolute”, “strong on their opinions” and “indifferent”.  Table 11.1 has been constructed 
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in order to group the parental responses into three categories of themes that have surfaced 
through this open-ended question. 
 
Table 11.1 Parental Perceptions on the Coordination Between Service Providers of the 
Public and the Private Sectors 
Response (n=48) Percent 
Respect others 52.1 
Do not respect others 25.0 
It seems that they respect them 8.3 
No answer 14.6 
 
The same question was directed to the service providers.  Forty-five percent of 
those service providers who participated in the study answered the open-ended question 
on the coordination among service providers.  From those, 62% said that they are eager to 
listen to other service providers (Table 11.2).  More specifically, some educators 
admitted that they do not hold specialization on children with hearing impairment and 
therefore they “listen to the views of specialists in order to make the intervention program 
of the child more effective”.  Others admitted that this effort is hard since they “try to 
bring all the pieces of advice in accord”.  Other service providers pointed out that each 
service provider has its expertise, which must be respected by the others.  Lastly one 
service provider said that the “best intervention can take place only through the joint 
coordination of all experts that deal with the problem”. 
 Thirty-two percent of the service providers expressed their skepticism in 
accepting all advice they receive (Table 11.2).  These particular service providers made 
some very powerful comments such as “some service providers may have the experience 
working with children with hearing impairment but it does not mean that everything they 
suggest is correct” or “although there are experts that could help children with hearing 
impairments, there are people who hold administrative positions that are not qualified or 
do not have the appropriate attitude”.  Hereafter are more comments that are indicative.  
“Service providers do not have the adequate credentials or do not apply what they have 
learned”.  “I accept the advice of other service providers only when I am sure about their 
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abilities and skills”.  “The knowledge and skills of experts are appreciated only when 
they are based on documented and up to date knowledge and not on spontaneous or 
personal views”.  The service providers, who question the knowledge and experience of 
some of their colleagues, have justified their concerns based on the lack of specialization, 
the lack of qualifications and appropriate attitudes, as well as the lack of knowledge of 
some people in high administrative positions. 
 
Table 11.2 Perceptions of Service Providers from the Public and the Private Sectors on 
the Coordination Between them 
Response (n=37) Percent 
Eager to listen to others 62.2 
Reluctant to accept the advice they receive 32.4 
Listen only to those who contact them 5.4 
 
11.1.2 Parental Expectations from the Public and Private Service Providers 
The discussion of Hypothesis 4 that targeted the parental expectations from the 
two sectors started in the section on Quantitative Data and continues on this section.  As 
the reader may recall, 73% of the parents said that they hold more expectations from the 
public sector (Table 10.2).  Parents justified their high expectations mostly through an 
open-ended question where they provided a number of reasons (Question 77 of the 
Interview).  The first reason was the state’s obligation towards children with hearing 
impairment that is based on its policy on mainstreaming and inclusion.  Another reason 
was the belief that “the public sector must be responsible for its citizens particularly those 
that they require special services” and that parents are not obliged to reach for assistance 
in the private sector.  “The public sector is in position to do so because it is a huge 
organization, with a big budget that enable it to target all the aspects of service provision 
and reach its citizens”.  The last reason given by parents was related to the time that 
children with disabilities spend as students in a public school, which is obviously, more 
than they spend with a private sector service provider. 
At the same time, parents also referred to their expectations from the private 
sector service providers.  Some parents regard that the work of the private service 
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providers is complementary to that of their colleagues from the public sector since the 
public sector service providers have time to focus only on the academic weaknesses of 
the child.  Nevertheless, they also mentioned that if the public sector was doing its job 
right and if there were enough time for all, the private sector service providers would not 
be needed.  Many parents preferred to criticize the economic aspect of the private service 
provision system, which is extremely costly.  They also accused private sector service 
providers for being strict professionals in their use of time.  However, others provided a 
different explanation on their expectations and admitted that since they pay the private 
service providers directly they expect more from them and feel more comfortable 
working with them.  At the same time, a number of parents acknowledged that finding 
good private sector service providers is a matter of luck and requires intense searching.  
The concerns regarding the private sector continued and focused on the fact that private 
service providers do not undergo any inspection of their work.  However, others defended 
private service providers and stated that they strive to create a good reputation and attract 
more clients whereas some public sector service providers are not devoted to their work 
since they hold a permanent position as civil servants. 
There are a number of families who have exemplified the contributions of both 
sectors and mentioned that the decisive factor in service provision is the character of each 
person.  In general, parents who believe in the contribution of service providers from both 
sectors have stressed out that “the public and the private sectors must divide their 
responsibilities to achieve better results” and that they and their children “need the 
assistance of everybody”.  “Each service provider has its own way of working” with a 
family and a child and “parents should not have excessive demands from anyone” others 
said.  At the same time, few parents mentioned the possibility of the creation of confusion 
and problems due to the presence of more than one service provider with distinct targets. 
 
11.1.3 Ministerial Policies 
Following the outcomes of the t-test that were presented in a previous section, it 
was evident that both participant groups share the same perceptions regarding the 
ministerial policies (Table 10.21).  However, parents have elaborated their beliefs 
regarding the ministerial policies of the three ministries (Hypothesis 5) through an open-
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ended question (Question 43 of the Interview and Question 29 of the Questionnaire).  As 
expected, parents referred among others to the bureaucracy of the system that causes 
delays in the implementation of decisions.   
An example that attacks particularly the Ministry of Health is related to the 
reimbursement of hearing aids.  Under some recent administrative changes, each child is 
entitled to a reimbursement after the purchase of a pair of hearing aids from a private 
seller every four years.  In 2002, the first year that this measure passed, a large number of 
families tried to take advantage of this reimbursement.  Unfortunately, due to budgetary 
constraints, the Ministry of Health informed the parents that they would be reimbursed in 
2003. 
Other complaints targeted the policies of the Ministry of Education.  One 
complaint referred to the ministerial refusal to accept the enrolment of a child at the 
School for the Deaf since she did not turn three at the beginning of the school year.  
Other parents commented on the lack of sufficient planning prior to the beginning of each 
school year that is related to the delayed implementation of the law regarding the number 
of students in the classroom, to the delayed enrolment of a child in a school, to the 
delayed appointment of service providers in a school and to the lack of personnel. 
The single complaint related to the Ministry of Labour and Social Insurance is 
related to the total absence of social workers after the initial evaluation.  All parents 
acknowledged, however, that their children receive regularly the monthly disability 
allowance from this ministry. 
Many parents presented the more positive side of the ministerial policies.  The 
parents whose children have undergone cochlear implants expressed their appreciation 
for the role of the Ministry of Health since it covered the total amount of expenses for the 
cochlear implant.  In addition, other parents expressed their understanding regarding the 
budgetary constraints of the Ministry of Health and mentioned that this year’s problem 
with the reimbursement of the hearing aids is artificial. 
The ministry of Education showed flexibility to accept a petition and allow 
children to enroll at the School for the Deaf even though the legislation requires all 
children to attend a mainstreamed school at least partially.  In addition, this ministry 
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engaged in an appropriate preparation that all school personnel underwent before the 
enrolment of a child in a mainstreamed school.   
A similar open-ended question was included in the questionnaire towards the 
service providers.  Unfortunately, only 24% of them responded to it.  Regardless of this 
small percentage, the contribution of the service providers was immense on the 
discussion on Hypothesis 5 since it has raised a number of important aspects of 
coordination.  The first aspect was the implementation of the existing coordination 
policies.  Service providers mentioned that implementation is directly related to the 
frequency of the visits that the coordinators pay at the schools, the bureaucracy, the 
workload, the school administration and the service providers.  The second aspect was 
the lack of coordination among the ministries and the lack of coordination between the 
public and the private sectors. 
 
11.1.4 Legislative Directives 
The data reduction techniques revealed the same perceptions between the parents 
and the service providers on those legislative directives that are related to coordination.  
Apart from the implementation problems that have already been mentioned in the 
discussion on the ministerial policies (i.e. the reimbursement of the hearing aids, the 
preparation of the school personnel and the lack of personnel) parents referred to a 
number of problems related to the current legislation.  Such problems are the absence of 
any legislative provision and directive on the vocational rehabilitation of people with 
hearing impairment, the lack of provision of interpreters, the provision of services to non-
Cypriots and the provision of services in private schools.  
Unfortunately, the percentage of service providers who responded to the 
corresponding open-ended question was extremely low (Question 45 of the Interview and 
Question 31 of the Questionnaire).  In fact, only 18% of the service providers responded 
to this question.  Three main categories derived from their responses.  The first category 
includes responses that connect the obstacles in coordination with the law enforcement.  
In other words, these service providers believe that the current laws enhance coordination 
and any existing problems are caused by either the absence of clear directives on how 
each occupational group engage in coordination or the bad implementation of the 
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legislation due to the lack of flexibility and the bureaucracy.  A clear example is the 
comment that was made from a service provider who mentioned that the laws allow him 
to coordinate with parents whenever he wants which implies that either he is not aware of 
his obligation to do so or the law does not specify the frequency of such meetings.  The 
second category of responses implies that the laws are not appropriate and that they do 
not enhance coordination.  The third and final category includes those responses that 
expressed the belief that the current legislation such as the 1999 Special Education Law 
enhances coordination and the existing problems originate from other sources. 
 
11.1.5 Pre- and In- Service Training on Coordination and Family Issues 
The fifth part of the section on Qualitative Data is devoted on the training of the 
service providers.  For obvious reasons, this inquiry was directed only towards the 
service providers and was constituted by two questions.  The first question was targeting 
the training of service providers on family issues and the second question was targeting 
their training on coordination issues (Questions 8 and 9 of the Questionnaire).  At this 
point, it is necessary to remind the reader the data that was already presented on the 
Section on Quantitative Data regarding the training of the service providers.  The 
Quantitative Data revealed that more than 52% of all service providers have never 
received training on family issues and more than 58% on coordination issues (Table10.8, 
Table 10.11).  The same section revealed a great variation among the training of the 
various occupational groups (Table 10.9, Table 10.12). 
The first aspect of the pre- service preparation of service providers that was 
brought up was related to the family issues and particularly on the duration of this 
preparation.  The duration of such courses ranged between one to three university courses 
or even a postgraduate degree devoted on family issues.  All service providers agreed on 
their importance of them pointed out that these courses were extremely helpful in making 
them realize the role that a family can play in the development of these children and the 
ways in which parents can be involved. 
The preparation of personnel on family issues was the target of in- service 
training as well.  The Pedagogical Institute offers such short-term afternoon courses for 
educators and speech-language pathologists who work in the public sector.  Doctors 
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receive in- service training through seminars organized by their professional associations.  
Other service providers choose seminars that are organized by private organizations.  
However, the duration of all of these courses ranges from five to fifteen meetings and of 
the seminars from three months to two years.   
The second aspect of the preparation of service providers was related to the issues 
around coordination.  Those service providers who provided comments on the question 
on coordination issues exemplified the significance and the usefulness of such courses, 
which were part of the requirements of their university degree or part of their in- service 
training. 
 
This subsection concludes the discussion of the qualitative data that derived from 
the interviews towards parents and the questionnaires towards service providers.  
Following, I present the qualitative data that derived through the interviews towards a 
representative from each of the main ministries involved in the service provision towards 
children with hearing impairment in Cyprus.  The last interview was conducted with a 
representative of a private initiative that aspires to play an active role in this system.  
 
11.1.6 Main Points that Derive from the Interview with the Head Supervisor of the Office 
of Special Education of the Ministry of Education 
 The Head Supervisor of the Office of Special Education of the Ministry of 
Education discussed with me the issues surrounding the main targets of the study.   
 The first issue that was raised was the legal framework of the service provision 
system.  The Head Supervisor referred to the 1999 law that, among others, has 
established a mechanism for early detection of children with special needs.  Through this 
mechanism, kindergartens and elementary schools refer children to a multidisciplinary 
team, which engages in a thorough evaluation and assessment of these children and, if 
needed, initiates the process that enables the children to receive their education, health 
and social benefits. 
 The second issue was the provision of services of the Ministry of Education.  The 
Head Supervisor said that the Ministry of Education appoints primarily special educators, 
speech-language pathologists to public schools according to the needs of the children 
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with hearing impairment.  Recently, the Ministry of Education has also hired an 
audiologist who monitors the use of the hearing aids of the children and examines the 
audiological conditions of their classrooms.  Service providers form multidisciplinary 
teams to discuss and notify parents for the progress and the needs of their children. 
In response to the parental concern regarding the provision of intervention 
services from a mainstreamed educator instead of a special educator, the Head Supervisor 
pointed out that the Ministry of Education encourages such type of intervention only in 
the cases that a child has the abilities to benefit from it.  According to her, usually parents 
do not object in such arrangements but in fact seek them.  Moreover, an appropriate 
preparation precedes the intervention from a mainstream educator through in- service 
training with seminars and guidance from the Special Education Supervisor or a Special 
Education Coordinator.  In addition, the selection of mainstream educators is a result of 
the coordination between the Ministry of Education and the school.  The qualification 
that both the ministry and the school administration seek is clear speech and the will to 
engage in such a preparation.  Sometimes, mainstreamed educators are reluctant to accept 
their new duties because they doubt they can respond to their demands.  In most cases, 
such an intervention program takes place five times a week.   
Moreover, the Head Supervisor talked about the special education provision in 
private schools.  In such cases, the Ministry of Education merely provides the 
consultation that is needed and the evaluation of the children but does not appoint service 
providers to engage in an intervention program.  Therefore, the linchpin between the 
private schools and the Ministry of Education is the family. 
 Regarding the role of the Parental Association of Deaf Children, the Supervisor 
pointed out that the coordination of the Ministry of Education with parents is done on an 
individual basis because the Ministry of Education regards the Association of Parents of 
Deaf Children as something impersonal.  However, the Ministry of Education supports 
the views of this association, does not recognize sign language as the official language of 
people with hearing impairment and ranges against the use of sign language in 
mainstreamed schools. 
Finally, the Head Supervisor admitted that there is a communication problem 
among the ministries that are mainly involved in the service provision towards children 
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with disabilities.  The Ministry of Education provides information to the other ministries 
only upon request and not automatically. 
 
11.1.7 Main Points that Derive from the Interview with a Representative of the 
Department of Social Welfare of the Ministry of Labour and Social Insurance 
 A representative of the Department of Welfare of the Ministry of Labour and 
Social Insurance met me in order to explain the policies of her ministry regarding the 
provision of services towards children with hearing impairment.  Once more, the 
discussion between the ministerial representative and me focused only on the issues of 
greater importance to the study. 
 According to this representative, the Department of Social Welfare and the 
Ministry of Labour and Social Insurance aims to provide the benefits that each person 
with disabilities is entitled for.  Such benefits include a monthly allowance, hearing aids, 
a computer, a mobile phone and a buzzer for alarm.  Particularly, the eligibility of the 
monthly allowance for people with hearing impairment presupposes a serious hearing 
loss in both ears and does not take into account the financial condition of the person.  
Therefore, the law does not provide this allowance to all people who wear hearing aids 
i.e. elderly people who suffer from a hearing loss due to aging.  An additional duty of the 
ministry is to send a social worker of the Department of Social Welfare to each family 
following the family’s initial application for the monthly allowance.  Further visits from a 
social worker are paid to the family only in the case of a problem or when the 
Department of Social Welfare needs further information about a matter.  According to 
this representative of the Ministry of Labour and Social Insurance, the Department of 
Social Welfare faces shortages of personnel and is not in a position to send social 
workers to pay frequent visits to all families who are entitled for a public allowance.   
In addition, the Department of Social Welfare has under its supervision all 
nurseries, both public and private, for children under the age of three.  The personnel of 
these nurseries is obliged to inform the ministry about the presence of a child with 
disabilities, can host this child but their personnel does not usually hold any expertise on 
specialized teaching. 
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The Department of Social Welfare also participates through a social worker in the 
multidisciplinary teams that are formed along the other two ministries.  However, there is 
no coordinating body among the three ministries and in some instances not even 
compatible legislation. 
Finally, there is no coordination between the Department of Social Welfare and 
the Association of Parents of Deaf Children.  The Department of Social Welfare merely 
supervises the state grant that this association receives each year.  Due to time constraints 
and personnel shortages, this department does not organize information sessions or 
distribute information leaflets that would target individual parents or the parental 
association. 
 
11.1.8 Main Points that Derive from the Interview with a Representative of the 
Department of Public Health of the Ministry of Health 
The Department of Public Health is responsible for the medical issues 
surrounding hearing impairment in Cyprus.  The doctor that represented this department 
provided details regarding the manner and the philosophy that guide the policies of the 
Ministry of Health.  
The Ministry of Health adopts the Department of Social Welfare’s definition of 
the word ‘disabled’ and has recently developed a database for children with disabilities.  
One of the main duties of this department is to reimburse the families for the hearing aids 
of their children.  Until recently, this department along the Children’s Hospital provided 
free hearing aids but following the recommendation of the Parental Association of Deaf 
Children, the Department of Public Health has decided to allow parents buy the hearing 
aids of their choice and reimburse them with the amount of Cy£1200 every four years.  
Another responsibility of this department is to provide free public medical care to all 
children with hearing impairment.  Furthermore, the Ministry of Health and following a 
doctor’s approval, covers all expenses for a cochlear implant.  For some years, cochlear 
implants were conducted in cooperation with a hospital in Germany in that country.  
Currently, the Ministry of Health brings this medical team in Cyprus to conduct a series 
of implants over a certain period of time. 
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Regarding the issue of coordination with the private sector, the Ministry of Health 
considers such coordination very important since only 40% of the births take place in 
public hospitals.  The Ministry of Health estimates that each year 8-10 children are born 
with some kind of hearing impairment.  However, due to time constraints, doctors who 
work in the private sector fail to provide all the appropriate statistical information. 
In all public hospitals, there are operating maternity units that, among others, 
conduct hearing screening.  However, the Department of Public Health recognizes the 
need for establishing an infant screening program with sensitive instruments and 
therefore, has responded positively to the proposition of a private non-profit organization 
to initiate a joint universal infant screening.  Fortunately, there are no legislative barriers 
for such a joint program with a private sector initiative. 
Another issue that was raised during the interview with the representative of the 
Ministry of Health refers to ministry’s position to coordinate only with the organized 
associations such as the Association of Parents of Deaf Children.  The Ministry of Health 
discusses the demands of the association and promotes those, which are feasible based on 
the state budget.  Such an example is the recent arrangement with the hearing aids.  
According to the same representative, parents who come to the Ministry of Health are 
either educated individuals who know how to demand their rights or young parents who 
have the will and the interest to do so.  Increasingly, more and more parents join this 
association since people have overcome the stigma of being the parent of a child with 
disabilities.  However, in some cases there are conflicts among the members of the 
association and accusations that some of them are trying to promote their own issues and 
seek their personal benefits.  Therefore, the coordination with them is hard but essential 
to achieve their common purposes. 
Parents have always the time and the will to come to the Department of Public 
Health.  Due to time constraints and the lack of personnel, this representative is not able 
to meet them quite often even though she believes it would be ideal is each association 
could meet her every 2-3 months and discuss with her all new developments regarding 
their outstanding issues. 
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11.1.9 Main Points that Derive from the Interview with a Representative from the Mental 
Retardation Prevention Center 
Following the previous interview and the interviews with parents who are 
members of the board of the parental association, I have found out about a joint initiative 
between the Ministry of Health and a non-profit organisation that is under construction.  
I, therefore, considered as necessary to contact a representative of this non-profit 
organisation.  The interview took place in the office that hosts the organization and 
provided substantial information about the role that private initiatives can play in the area 
of service provision towards children with disabilities. 
The Mental Retardation Prevention Center operates since 1988 through a series of 
screening programs.  It is a non-profit organization administered by a Council.  Its main 
purposes are the infant screening, the designation of high-risk groups and the 
encouragement of prevention.  At the moment, it offers screening programs on PKU, on 
Down Syndrome and on metabolic disorders.  In the future, it aims to take over more 
services that are now administered by the public sector. 
Following the success of the current screening programs, the Mental Retardation 
Prevention Center has decided to expand its activities to new sectors like that of hearing 
impairment.  The preparation of the current initiative has started two years ago (2001) 
and aims to be completed by autumn of 2003.  The infant screening program for hearing 
will target all infants 1-2 weeks old as well as premature babies.  This program will not 
only detect but also specify the etiology of the hearing impairment.  Following the 
screening, an infant who fails the test will be referred for an assessment to another group 
of experts who will state the etiology of the hearing impairment.  If necessary, the infant 
will go through the infant screening for a second time.  The screening unit, constituted by 
a number of specialists, will be operating in each region of the country and will meet all 
the needs of both the child and the family.  Its whole sequence of activities will be the 
screening, the intervention, the counseling and the parental support.  In all cases, the 
center will provide a protocol that its implementation will be thoroughly supervised in all 
stages. 
Families will have the option to go to either a private or a public sector service 
provider for intervention.  However, currently there is a problem related to the ministry 
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that will be responsible for the children under the age of three since at the moment these 
children are outside the jurisdiction of the Ministry of Education. 
A committee that will be constituted from representatives from the Ministry of 
Health, the Ministry of Education, the Mental Retardation Prevention Center and the 
Association of Parents of Deaf Children will supervise the operation of this program. 
 As the representative of the Ministry of Health already mentioned, there is no 
legal obstacle for the coordination with the public sector.  However, the public sector is a 
vital partner in this initiative since it incorporates most of the services even though its 
procedures are somehow complicated and time consuming. 
The Mental Retardation Prevention Center is engaged in an excellent coordination 
with the private sector paediatricians in those screening programs that are already in 
operation.  The aim is to achieve similar coordination with the hearing infant screening.  
Lastly, the Mental Retardation Prevention Center has a good coordination with the 
Association of Parents of Deaf Children because they share a common ground, which is 
the importance of early intervention. 
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12. Discussion 
 
 Following the data presentation that took place in the two previous sections, the 
fourth section of the Empirical Part includes a discussion surrounding the results.  The 
first subsection discusses the results based on the hypotheses of this study as they were 
placed in the section on Methodology of the Empirical Part.  The second section provides 
a comparison of the Model of Coordination in Cyprus with the models of service 
coordination that exist in the literature and have been presented in the Theoretical Part.  
The final section provides a description of the Model of Coordination that exists in 
Cyprus and has derived from the outcomes of this study.  
 
12.1 Discussion of the Hypotheses 
 Through the discussion of the hypotheses based on the outcomes of this study, the 
reader is able to understand the logistics behind the formulation of the Model of 
Coordination in Cyprus that is presented in the third section of the ‘Discussion’.   
 
Hypothesis 1: Parents and service providers perceive differently the daily practices of the 
service delivery system 
Parents and service providers have expressed different attitudes towards the daily 
practices of the service delivery system in Cyprus.  This observation is justified through 
the data reduction techniques and particularly the factor analysis and the t-test that have 
shown significant difference in the way these two groups perceive the daily practices of 
service delivery (Table 10.17, Table 10.18).   
Factor analysis was used as a technique to validate the content and the subscales 
that were included in the instruments of data collection.  In both instruments of data 
collection, the daily practices incorporate the daily reality regarding the decision taking, 
the goal setting, the information exchange, the respect of the parental role, the problem 
solving, the devotion of sufficient time from service providers to parents, the 
Individualized Education Program, the patience, the sincerity and the friendliness of the 
stakeholders.  The last three practices constitute the interpersonal communication skills 
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that are an indispensable part of the daily practices of service delivery and the basis for 
any intervention.  
The different perceptions on how the two participant groups perceive their 
common daily practices can be considered a negative feature of the system since the daily 
practices correspond to the greatest majority of the experiences between parents and 
service providers and the basis on which coordination should be fostered. 
Nevertheless, it is particularly encouraging that through the qualitative data 
parents have expressed a positive attitude towards the service delivery system.  This is 
evident in two main observations that are presented in the following paragraphs and can 
serve as a tool for building coordination. 
The first observation is the satisfaction that parents have expressed through the 
interviews on the fact that the education of children with disabilities in general and of 
children with hearing impairment in particular is taking place along their non-disabled 
peers.  Mainstreamed education has been a reality to the island for almost fifteen years 
even though major innovations have been introduced particularly during the last four 
years with the adoption of a new Special Education Law and the attempt to achieve a 
harmonization of the Cyprus educational policies with those of the European Union.  In 
general, both families with and without children with disabilities as well as service 
providers have embraced this policy and no objections are heard against it even though 
voices of criticism are heard every now and then. 
The second observation that has been pinpointed by the parents and the 
representative of the Ministry of Health is the satisfaction regarding the state provision of 
not only educational but also health and social services for the children with hearing 
impairment.  As mentioned before, the state has ratified a series of legislation in 
accordance with the European Union in all aspects of service provision that consequently 
include measures on the educational, health and social services.  As a result, all children 
with disabilities are entitled to free public health care as well as a monthly allowance and 
a series of other social benefits towards them and their families. 
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Hypothesis 2: There is a need for policies that specifically target the coordination 
between the service providers from the public and the private sectors 
Coordinating policies among the public and the private sectors can also affect 
coordination particularly in the case of Cyprus where both sectors are active participants 
to the service provision system due to the lack of personnel.  However, as it is clear 
through the various pieces of legislation, there are not specific directives that guide the 
two sectors to engage in coordination.  Currently, there are only guidelines that target the 
coordination within the public sector.   
 Some form of coordination between the service providers of the two sectors does 
exist.  A vivid example is the coordination between the Ministry of Health and a non-
profit organization for the establishment of a universal infant screening program on 
hearing.  Both sides pointed out that there are no legal constraints to hinder this effort.  
On the contrary, they revealed that other attempts would follow in the near future in 
which the private sector will take over programs that used to be in the jurisdiction of the 
public sector.  Another example is the attendance of children with disabilities in private 
schools.  The representative of the Ministry of Education admitted that the ministry does 
not appoint a service provider to a private school for intervention, but it provides the 
consultancy and the expertise that is needed.  Moreover, the 1999 Special Education Law 
allows the participation of service providers who work in the private sector into the 
Evaluation Committee.  Furthermore, the Ministry of Labour and Social Insurance 
supervises all nursery schools and consequently all those that host a child with hearing 
impairment.  Finally, some parents said that service providers from both sectors work 
close together to better serve their children. 
However, parents admitted that the coordination among the service providers of 
the two sectors is not a common practice but it depends on the personality and the good 
will of the service providers.  In fact, some parents prefer to have the same service 
provider to serve their child in and out of school in order to avoid the discrepancies in the 
intervention programs and the conflicts between the service providers.  Other parents 
choose not to reveal to the public service provider that their child receives afternoon 
assistance from a private service provider for the same reasons that were mentioned 
before.  In addition, service providers admitted that they are somehow reluctant to accept 
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the opinion of their colleagues and they are selective when they do so.  Despite the 
hesitance, the majority of both parents and service providers mentioned that the service 
providers respect their colleagues (Table 11.1, Table 11.2). 
 Even though examples like the above show that there are coordination attempts 
between the two sectors, it is obvious that such attempts are not part of a clear 
coordination policy.  Inevitably, they are quite informal and depended on the good will of 
the stakeholders.  This reality does not help the coordination system to progress and 
become more organized.  On the contrary, it shows a system that is based primarily on 
informal relationships and practices.  This informality can create flexibility but at the 
same time can create a system that it is extremely vulnerable since it heavily depends on 
the personality of the stakeholders. 
 
Hypothesis 3: Service providers and parents share the same perceptions on how well 
parents are informed 
 The exploration of the third hypothesis has shown similar perceptions that exist 
between parents and service providers regarding the provision of information towards 
parents (Table 10.19, Table 10.20).  This observation has surfaced over the data analysis 
and particularly through the factor analysis.  Factor analysis has grouped four items that 
were included in the interviews and the questionnaires and targeted the different kinds of 
information that parents receive from the service providers.  Both families and service 
providers indicated that the majority of information is mostly related to the educational 
services and not on the whole spectrum of services that includes information on the 
health services, information on the social services and information on the economic 
benefits (Table 10.1).  Service providers mentioned that they do not consider the 
provision of such information as their own responsibility.  Moreover, service providers 
who work at the public sector accused their supervisors who work in the various 
ministries for not adequately informing them for the range of services that are available to 
the children with hearing impairment and their families. 
The provision of information is another essential prerequisite and a crucial part of 
coordination.  The common perceptions between parents and service providers on it 
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indicate the communication that exists between them could serve as a basis for 
coordination and is connected with the informality that exists in the system.   
 
Hypothesis 4: Parents have higher expectations from the services of the public sector 
than the services from the private sector 
 High parental expectations from the state have been expressed mainly based on 
the belief that the state has both the responsibility and the capabilities to serve people 
with disabilities even though numerous weaknesses in the system exist (Table 10.2).   
The extrapolation of this observation indicates a sign of trust and confidence on 
behalf of the parents towards their state.  Citizens that experience an unresponsive state 
would have expressed lower expectations and approach the services with scepticism.  The 
high expectations that parents hold from the state are one of the positive features of the 
service system in Cyprus.  It implies that parents trust their state and the efforts that are 
initiated from it.  Therefore, it is the state’s responsibility to introduce the right measures 
towards coordination since its citizens are ready to accept them.   
 
Hypothesis 5: Ministerial policies shape the efficiency and effectiveness of the 
coordination system 
The high parental expectations that surfaced through the previous hypothesis and 
the subsequent trust and confidence towards the state do not exclude the presence of a 
number of problems that appear in the ministerial policies and affect the efficiency and 
the effectiveness of the coordination system.  As a result, the discussion around the fifth 
hypothesis is elaborated and incorporates a number of issues related to this topic that 
have surfaced through both the quantitative and the qualitative data.   
Parents and service providers expressed similar perceptions regarding the 
ministerial policies that are related to coordination and provided numerous concrete 
examples in the section on the Qualitative Data.  Nevertheless, in this subsection I 
mention only to issues surrounding ministerial policies that have been mentioned by the 
majority of the respondents. 
The first issue is the lack of a coordinating body among those ministries that are 
mainly involved in the service provision towards children with disabilities.  In the case of 
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Cyprus and taking into consideration the significant role that the state plays towards these 
children, the existence of such a coordinating body among the Ministry of Health, the 
Social Insurance and the Ministry of Education could be considered a priority.  All three 
representatives of the ministries that participated in the study made this observation and 
acknowledged that this is a drawback of the system.  According to them, the three 
ministries work mainly in isolation, exchange information only when they are asked and 
sometimes engage in similar activities.  However, the three representatives also 
recognized that attempts to improve the situation have been already introduced and 
provided such examples as the creation of the mechanism of early detection and the 
establishment of multidisciplinary teams for the evaluation and the assessment of 
children. 
Another issue is the lack of personnel and the consequent work overload and time 
constraints that prohibit service providers to engage in activities other than the provision 
of direct services to children and to implement in full extent the governmental policies 
regarding coordination.  All three representatives of the ministries made this observation 
in order to highlight the obstacles they face in their efforts to enhance coordination.  As a 
result, vital but peripheral (for them) activities such as the coordination between service 
providers and parents, between service providers and their supervisors and among service 
providers are therefore put aside.  Apart from the ministerial representatives, some 
parents also referred to the problems that arise because of the lack of personnel.  As a 
result, some children do not receive special education services at all or participate in an 
intervention program that is implemented by a regular educator.  The problem is quite 
extensive if someone considers that 40% of the students whose families participated in 
this study had to live into this reality during the academic year 2002-2003 (Table 9.12). 
The third issue is the lack of awareness of the ministerial policies that target 
coordination.  This was quite evident among service providers and particularly among the 
Pediatricians and the Secondary Educators (Table 10.4).  Regardless the discrepancies 
that exist among the various occupational groups, the dominant belief was that only few 
such policies enhance the efficiency and the effectiveness of the coordination system 
(Table 10.3).  
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The final issue to be raised is the unanticipated lack of awareness of the 
legislation.  Service providers and parents alike consider this issue as an obstacle that is 
directly connected to the ministerial policies since the ministries have failed to adequately 
inform them.  Even though this lack of awareness was somehow expected among parents, 
it was definitely a surprise in the case of the service providers.  Actually, more than half 
of the participants from both groups have admitted their ignorance of the current 
legislation and its implications on coordination (Table 10.5, Table 10.6). 
 
Hypothesis 6: The coordination system depends on how strong the directives from the 
legislation are 
 The quantitative and the qualitative data have shown another aspect related to the 
legislation and which is strongly connected with the laws themselves and the specificity 
of their directives.  Apart from the ignorance of the laws that was mentioned in the 
discussion on the fifth hypothesis and results in the disobedience of the laws or their 
arbitrary or voluntary implementation, parents and service providers referred specifically 
on the directives of the legislation regarding the implementation of a coordination policy. 
 The first topic that was raised is the absence of clear definitions on the roles that 
each occupational group is called to play.  As it was mentioned in the presentation of the 
state policy on children with hearing impairment in Cyprus, the roles of the service 
providers have been altered considerably over the last years due to the changes in both 
the legislation and in the practices.  Nevertheless, the new pieces of legislation are not 
specific in providing a clear description of the role of each stakeholder.  Hereafter are 
several examples.  In the case of the head of the Evaluation Committee that is in effect 
since the enactment of the 1999 Special Education Law, there is no referral on the 
specific responsibilities of this person.  Moreover, parents and service providers revealed 
the great confusion that exists regarding the role and the duties of the service providers 
which was apparent in the reluctance of the service providers to accept the opinions of 
their colleagues (Table 11.2), the lack of awareness of the service providers of the 
presence of other colleagues who serve a single child, and the service providers’ 
perceived interrelation between the parental knowledge and skills with their educational 
level and socioeconomic status. 
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The second topic is the lack of definition of the roles that parents should acquire 
in the service provision system particularly now that pieces of legislation encourage the 
family participation and the coordination between them and the service providers.  The 
current legislation safeguards the parental right to get informed about all matters related 
to the referral of their children, participate in some decision-making processes and 
question the outcomes of some committees.  However, the parental role in the 
intervention towards their children has yet to be defined even the legislation merely 
encourages the coordination among all stakeholders at that stage.  According to parents, 
there is a great heterogeneity in the forms and the amount of participation of parents in 
the various phases of an intervention programs since this depends not only on their good 
will but also on the good will of the service providers. 
The third topic is the decision-making power.  Decision-making processes are not 
clear in any part of the legislation.  The legislation merely mentions that all decisions 
must be taken in consensus and makes no referral to those cases where a consensus is not 
feasible.  This observation was unexpected since leadership is always considered to be an 
important parameter of coordination and absence of guidelines could lead to confusion 
and misunderstanding among stakeholders. 
The fourth topic is the absence of specifications on the programs and the actors to 
be coordinated.  Even though such details may sound redundant in the ears of some 
readers, people who are engaged in coordination stress out that coordination is not 
automatic and does not occur by the mere presence of various stakeholders in a single 
room.  Coordination is a complicated task and it becomes even more complicated in such 
cases where it requires the involvement of parents and service providers that work in a 
range of disciplines. 
The fifth topic is the vagueness in the role of the parental association.  In fact, in 
none of the legal documents there is a specific referral regarding the role of this 
association.  As a result, the participants in this study provided different accounts on its 
role.  Specifically, the representative of the Ministry of Health has pointed out the 
importance of its role and the coordination she engages with its members.  Such 
examples, which have already been mentioned in the section on Qualitative Data, are the 
reimbursement of the hearing aids and the infant screening program.  However, the 
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parental association does not play the same role in the other two ministries.  The 
representatives of both the Ministry of Education and the Ministry of Labour and Social 
Insurance pointed out that their agencies mostly work along individual parents and not 
the parental association.  Obviously, the discrepancies among the views of the 
representatives of the ministries reveal the extent of the problem and the consequences of 
the absence of a description of the role of this association that allows a degree of freedom 
and flexibility on behalf of the representatives of the ministries regarding the 
interpretation and the implementation of the legislation.  Apart from the representatives 
of the ministries, parents have also expressed a range of attitudes towards the role and the 
contribution of the parental association.  From one hand, part of the parents believes that 
their association does not play the role that other associations do and therefore neither 
enhances the spirit of collegiality and coordination among its members nor it becomes a 
liaison between its members and the rest of the stakeholders that are involved in the 
service provision system towards their children and themselves.  On the other hand, 
another part of the parents has expressed the belief that this association remains an 
important source of information for them and for those who are actively involved in its 
activities. 
The last topic is the absence of a requirement that calls for an aggressive search of 
infants and toddlers with hearing impairment and obviously of all children with 
disabilities.  The current legislation and the mechanism for early detection that has been 
established in 1999 simply require the referral of any known case of children with 
disabilities to this body by individuals, associations or public agencies.  Unfortunately, 
this mechanism does not engage in activities that could lead to an active search of 
children but merely waits until the children are referred to it. 
 
Hypothesis 7: The efficiency and effectiveness of the service provision system depends on 
the training of the service providers who belong to different occupational groups 
The discussion on the training of service providers is much related to the 
discussion that took place over the previous hypothesis but receives a special attention 
through this section. 
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Service providers admitted their lack of training on issues related to family and 
coordination (Table 10.8, Table 10.11).  This is obviously a drawback of the current 
legislation, which does not specify the requirements that are needed regarding the 
training of service providers on family issues and on coordination.  Even though the 
current legislation requires the hiring of qualified personnel, it does not evaluate the 
content of the studies of the service providers and at the same time does not 
accommodate for these absences through in-service training. 
The pre- service training of the service providers is beyond the jurisdiction of the 
three ministries particularly if someone considers that all service providers, which work 
with these children, do not study in Cyprus.  Nevertheless, the three ministries are in a 
position to organise in- service training programs for the personnel that lacks such 
training. 
The unresponsiveness of the ministries to organise in- service training specifically 
on issues related to coordination and the family up to now could be explained as a sign of 
lack of interest, lack of abilities to organise such programs or lack of knowledge about 
the benefits of in- service training.  As many studies have revealed, an organised, well-
planned and enriched in- service training program has the potential to provide an 
immediate response and a temporary solution to the lack of pre- service training of 
service providers.  In-service training sessions are organized occasionally and sometimes 
are mandatory.  However, the emphasis is given on other issues and not on those related 
to family and coordination.  This can be partially explained on the fact that family issues 
and coordination are still considered of lower importance in the hierarchy of issues to be 
addressed for those people that are in decision-making positions.  It can be also explained 
by the plurality of issues that such programs are called to address.  Therefore, the training 
on family issues and coordination remains a matter of personal choice and depends on the 
good will of each service provider who is able to sacrifice both time and effort to enhance 
his/her knowledge by participating in programs that are organized by a professional 
organization or more rarely abroad. 
Nevertheless, the higher percentages of younger service providers who are better 
prepared on family and coordination issues (Table 10.10, Table 10.13) constitutes a hope 
that future generations of service providers will be even more prepared on these issues 
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and that both pre- and in- service training institutions have already started focusing on 
them.   
 
 
12.2 Comparison with Existing Models in the Literature 
 Apart from the discussion of the results based on the hypotheses of this research 
study, I have considered as essential to engage in a comparison between the model of 
coordination that exists in Cyprus with the models that exist in the literature since they 
constitute a standardized way of comparison. 
In the Theoretical Part of the study, I have presented the portrait of the major 
service delivery and coordination models that exist in the literature based on four 
categories of separateness.  The first category of distinction was based on the traditional 
criteria of separateness, the second category on the historical evolvement, the third 
category on the teams that are formulated among stakeholders and the final category on 
an ecological cluster of factors. 
 In the section that follows, the various models are compared with the model of 
coordination in Cyprus, which has been described based on the accounts of parents, 
service providers, representatives from three ministries and the legal documents that are 
relevant to this issue.  As it is probably quite obvious, the model of coordination in 
Cyprus is not comprised of a pure representation of another model that already exists in 
the literature.  In fact, it has been influenced by different models and practices and 
constitutes an amalgam of characteristics of the various models. 
 The comparison between the models that exist in the literature and the one that 
exists in Cyprus follows the same order in which the categories of the models have been 
presented in the Theoretical Part.  However, I believe that the most comprehensive 
presentation of the service delivery and coordination models is the one that is based on 
the ecological approach and the proposal of Harbin et al. (2000) since it provides a 
holistic representation of each model.  Therefore, the comparison to these models is more 
elaborated than the others. 
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12.2.1 Comparison to the Models based on the Traditional Criteria of Separateness 
 The first comparison of the coordination model in Cyprus with existing models is 
with those that are separated based on the traditional criteria of separateness.  As 
someone can recall from the extended presentation that has been anteceded in the 
Theoretical Part of this study, the traditional criteria of separateness between models of 
service delivery and coordination are the location of intervention, the target of 
intervention, the process of intervention and the philosophical orientation of the 
intervention. 
The model of coordination in Cyprus remains primarily school- or center- based 
since the greatest majority of activities takes place in regular or special schools.  
Intervention and therefore coordination in the hospitals is absent apart from limited 
exchange of information and assessment that occurs there.  The same observation can be 
made regarding home-based interventions.  Home-based interventions can occur only in 
the cases of families with a child under the age of three, which participate in a Portage 
Program and do not live in the Nicosia.  The rest of the families, which participate in this 
program and reside in a close proximity to Nicosia attend the Portage program that is 
organized at the School for the Deaf.  The location of intervention in the model of 
coordination in Cyprus does not allow great flexibility.  This rigidity is apparent in the 
case of children under the age of three, which is an age group that requires flexibility in 
order to accommodate the needs of both the child and the family at the most appropriate 
location.  As a result, there is criticism on the possibilities that some of these places i.e. 
schools or centers can provide to these children.  An additional obstacle is the lack of 
agreement on the jurisdiction under which interventions at the hospitals or at homes will 
take place. 
Regarding the second traditional criterion of separateness, the target of 
intervention in the coordination model in Cyprus is clearly child-centered.  This 
conclusion is evident in the responses of the stakeholders.  An example that shows this 
attitude is the parental deposition that the intervention program is designed to meet the 
needs of the child and not the entire family and only in rare cases service providers take 
into account the beliefs and the needs of the family as a whole.  Another example is the 
parental belief that hearing impairment is a personal matter that concerns only them and 
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not even the extended family.  Parents admitted their preference to child-centered 
activities and particularly those that are geared towards the child’s education and appear 
to perceive family-centered activities as a waste of time.  Some parents even mentioned 
that the presence of a child with disabilities in their family does not create any special 
needs or when there are, they find the support they need through their social environment.  
Besides parents, service providers favour the child-centered activities even though their 
beliefs are not as evident as those of parents.  Service providers mentioned that parents 
lack the necessary knowledge and skills that would enable them to get involved in its 
implementation and that they need some training.  However, parents get involved in their 
child’s intervention program by participating in committees that discuss issues related to 
their progress and by coordinating with those service providers who believe in the 
significance of their contribution.  Nevertheless, this does not imply that families are by 
any means empowered to take up an active role in the intervention and therefore 
intervention programs target almost exclusively the child.  
The transformation of intervention programs from child-centered to family-
centered in Cyprus is far from near.  It seems that neither of the two participant groups 
favours the family centeredness of intervention and therefore it is not ready to embrace 
such major changes in the service provision system.  This is a sad observation and is also 
closely related and probably explained in association with the pre- and in- service 
training of the service providers, which as it was mentioned in a previous section, is 
child-centered.  However, a number of service providers and the representatives of the 
ministries have exemplified the role of the family in the education and the overall 
development of a child and have emphasized the efforts made by the ministries to be 
responsive to the family needs.  Unfortunately, their beliefs are not that popular yet in 
order to affect the direction of the intervention program.  The fact that both parents and 
service providers alike have praised the child-centeredness of the system and do not 
believe that family-centred interventions reveals that the conditions are not mature 
enough for the introduction of family-centred interventions.  In addition, there is no 
consciousness of the abilities and the needs for support of a family.  Therefore, the role of 
the state in the transition from child-centred to family-centred interventions is crucial to 
ensure that the preparation of all stakeholders will be sufficient and gradual. 
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 The third criterion of separateness is the process of intervention.  In Cyprus, most 
emphasis is given on the direct services towards children with disabilities rather than on 
assessment and evaluation.  Regrettably, public intervention does not start until the child 
reaches the age of three.  The importance of early intervention towards children with 
hearing impairment, in particular, and children with disabilities, in general, has been 
already established through various studies.  The nature of hearing impairment, though, 
makes the need of the implementation of such a program more than imperative.  
However, the recent initiatives give hope for changes in these practices.  Over the last 
years, a renewed interest on behalf of the Ministry of Health, the Parental Association of 
Deaf Children and a non-profit organization towards early identification and early 
intervention has provided the ground for an initiative for infant screening that started in 
January of 2004.  This initiative will provide a good start for the initiation of early 
intervention programs.  An unresolved obstacle that was mentioned before and will 
probably affect the operation of this initiative is the lack of agreement among 
stakeholders of the agency or the ministry which will supervise the operation of early 
intervention programs since up to now the Ministry of Education has under its 
jurisdiction only children over the age of three and the Ministry of Labour and Social 
Insurance the children younger than three. 
In terms of the fourth criterion and the philosophical orientation of the 
interventions, the present study is not in a position to provide extensive information and 
comments since the philosophical orientation was not one of the issues that this study has 
dealt with.  Obviously, the philosophical orientation of the intervention program that each 
child follows is primarily influenced by the philosophical orientation of the public 
education system of the country, since the greatest majority of the children attends public 
schools and is mainstreamed along their ‘non-disabled’ peers.  In addition, the 
philosophical orientation of the intervention program of a child is affected by the 
philosophical orientation of the university where the service provider has completed 
his/her studies.  In Cyprus, all service providers who work with children with disabilities 
are educated in various European countries and in the United States.  This reality could 
lead to a plethora of philosophical orientations that direct the intervention programs 
towards these children.   
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12.2.2 Comparison to the Models based on the Historical Evolvement 
 The second comparison of the model of coordination in Cyprus is made with the 
models that have evolved over the last four decades.  This comparison should not be 
considered wasteful since elements of all of these models still exist in some 
contemporary models that are described in the literature.  In fact, the coordination model 
in Cyprus is one of these models that combine elements of the various models that have 
evolved through the decades and does not constitute a pure representation of any of them.  
This observation is presented ahead of the discussion that takes place in this subsection 
but it is clearly shown through the following paragraphs.  It must be reminded at this 
point that a thorough discussion around the historical evolution of the fours models has 
been already presented in the Theoretical Part of the study.   
 The most apparent resemblance of the Cyprus model is with the family 
involvement, parent-deficit or transplant model that was spread in the United States until 
the late 1970s.  The main commonality of the two models is the acknowledgment that 
service providers are the main source of expertise.  This recognition derives not only 
from the responses of the service providers but also from those of the representatives of 
the ministries and even the parents.  However, more and more stakeholders accept the 
central role that families should have in any intervention, the possible benefits that can 
arise from utilizing the parental involvement, and the gains that can be collected from the 
continuum of services between the home and the school.  This attitude is still far from 
common as parental training is considered a must from numerous service providers. 
 Obviously, things have changed considerably after the enactment of the 1999 
Special Education Law in Cyprus.  Since then, the model of coordination takes timidly 
steps towards the family-centered or consumer model of the 1980s.  Families are 
increasingly gaining power in decision-making and in intervention either through their 
participation in advocacy groups or as a result of changes in practices that try to 
accommodate the different needs of the stakeholders.  Service providers have started 
acknowledging the strengths that derive from the parental capacities and values.  
Therefore, the coordination between service providers and parents is becoming even 
more common although it is conducted mostly on an informal base. 
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Comparison can be made neither with the Counseling/Psychotherapy model nor 
with the Empowerment model.  On one hand, the Counseling/Psychotherapy model that 
was dominant in the United States in the 1950s and 1960s assumes a 
counseling/psychotherapeutic approach or treatment for both children and their families.  
Such an approach does not exist in Cyprus and it will probably never be since it is against 
the policy direction that the state has adopted and against the policy direction of the 
European Union.  On the other hand, the Empowerment model that has been introduced 
in the United States only recently, proposes that service providers should act as mere 
facilitators and collaborators to parents rather than specialists.  As mentioned before, the 
stakeholders in Cyprus (parents, service providers, administrators) are still not ready to 
accept such an innovation in the service provision system as they hold the belief that 
service providers know and do the best for both the children and their families even 
though they have started to question any dominant-subordinate power structure may exist 
among them. 
 
12.2.3 Comparison to the Models based on the Teams of Professionals 
 The third comparison is made between the teams of stakeholders that are 
formulated in Cyprus and those referred in the literature.  The Theoretical Part has 
presented three types of teams, the multidisciplinary, the interdisciplinary and the 
transdisciplinary teams.  They are distinguished from each other based on their structure 
(who is on the team), their function (what do they do) and their interaction (how they do 
it).  The discussion that follows reveals that the teams that exist in Cyprus are actually a 
mixture and not a pure representation of any of those types of teams mentioned before. 
 Teams in the current coordination model in Cyprus are primarily multidisciplinary 
especially during the assessment stage.  In these teams, independent service providers 
meet every now and then to discuss specific issues.  Such an example is the Evaluation 
Committee in where independent service providers evaluate the child separately and 
communicate their recommendations through individualized written reports.  Moreover, 
the subsequent intervention services are conducted in isolation. 
 In the stage of the development of the intervention program for the child, the 
legislation requires a second level of interaction among the stakeholders and a team that 
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mostly resembles the interdisciplinary team.  During this stage, the connecting officer 
along the educators and the parents of each child create a comprehensive plan that 
includes the academic knowledge and skills, the self-care skills, the emotional 
development and the social inclusion of the child. 
 The model of coordination in Cyprus even incorporates transdisciplinary teams 
that require a third level of interaction among their members.  The formation of a 
transdisciplinary team is considered necessary in those cases that the appointment of 
numerous service providers is considered unreasonable, unfeasible or even extremely 
costly.  Such cases are created by the lack of personnel, the presence of a child with 
disabilities in a remote area, or the child’s limited needs.  Therefore, regular educators, 
for example, receive training from special educators to extend their role in order to 
accommodate the needs of a child with disabilities and through this improve their own 
skills.  In addition, special educators and speech-language pathologists exchange roles.  
Lastly, service providers release their role and practice new techniques.  The shift away 
from the more traditional approaches in intervention faces the same obstacles that 
transdisciplinary teams encounter in all the contexts they are utilized. 
 
12.2.4 Comparison to the Models based on the Ecological Approach 
The final comparison of the model of coordination in Cyprus is made with the 
models presented by Harbin et al. (2000).  I believe that this collection of models 
constitutes a more comprehensive presentation of the models of coordination since it 
provides an ecological or holistic evaluation of each model and not one that is based on a 
single aspect of comparison such as the location or the target of intervention.  As already 
mentioned in the Theoretical Part, the evaluation that Harbin et al. (2000) conducted is 
based on the overall organizational structure, the amount and nature of decision-making 
and the scope and nature of the resources that are used.  Moreover, these models 
represent the spectrum of models that currently exist in the United States.  Even though 
they vary significantly, these models are the product of implementation of a single law 
that was passed in the United States in 1997.  This observation indicates that the 
implementation of a law is not a simple matter.  On the contrary, it requires a series of 
activities that must either precede or occur concurrently in order to accomplish its aims. 
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 12.2.4.1 Comparison with the Single-Oriented Program 
 The first model in the hierarchy of Harbin et al. (2000) is the ‘Single-Oriented 
Program’.  The ‘Single-Oriented Program’ shares a number of common elements with the 
coordination model in Cyprus. 
 The first common element between the two models is the mainly one-to-one basis 
of intervention.  In fact, this is the most traditional and common form of intervention that 
exists in Cyprus.  In this intervention, the service provider works individually with the 
child and applies an individualized program based on the child’s needs.  There is no 
simultaneous intervention from more than one service provider or from one service 
provider towards more than one child.  However, the two models differ on their emphasis 
since the ‘Single-Oriented Program’ centers its efforts on the educational needs of the 
child whereas the model of coordination in Cyprus focuses not only on those but also on 
the health and social needs of each child. 
 The second common element of the two models is their focus on direct services 
towards the children with disabilities and their inability to expand their services beyond 
them.  However, service providers that work in both models acknowledge that families 
have also needs which are interrelated to their child’s needs even though they do not 
address them due to time constraints and personnel shortages.  It must be admitted that 
this acknowledgement is an important step and the initial stage for incorporating family 
needs into the intervention program. 
 The third common element of the two models is the informal interactions that 
exist mainly among the service providers.  Such interactions occur but they rarely 
become formal since the legislation does not specify explicitly the services to be 
coordinated, the manner and the frequency of coordination.  Therefore, coordination 
practices are not mandatory but remain arbitrary and depended on the beliefs and the 
values of the persons involved.  Consequently, coordination is not incorporated in the 
daily routine of the practice of service providers, it takes place occasionally and its main 
purpose is the exchange of ideas among the service providers.  As a result, service 
providers work autonomously and are reluctant to listen to their colleagues. 
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 The fourth and last common element between the ‘Single-Oriented Program’ and 
the model of coordination in Cyprus is the array of the services that they provide.  In both 
cases, the array of services is primarily depended on the availability of services.  Service 
providers that work under these two models have expressed their wish to provide more 
comprehensive and diverse services to the children they serve but they are forced to abide 
with those available to them since they do not have the resources to do so. 
 
12.2.4.2 Comparison with the Network of Programs 
 Apart from the ‘Single-Oriented Program’, the coordination model that exists in 
Cyprus shares also a number of elements with the next model in the hierarchy of Harbin 
et al. (2000), which is called ‘Network of Programs’. 
 The first common element between the ‘Network of Programs’ and the model that 
exists in Cyprus is the focus of the provision of services.  These services address not only 
the educational needs of the child but his/her health and social needs as well.  This 
remark was already made in the section on the comparison between the model that exists 
in Cyprus and the ‘Single-Oriented Program’ only to pinpoint the difference among those 
models. 
The second common element is the mainly autonomous work of each agency 
(United States) or ministry (Cyprus).  In the service provision towards children with 
disabilities, a number of agencies (ministries) are involved in order to meet the needs of 
the child and his/her family and to provide a comprehensive program of intervention.  
Since both models target not only the educational but also the health and social needs of 
the children, they inevitably require the participation of numerous agencies (ministries).  
However, the common practice in Cyprus and in the ‘Network of Programs’ is that each 
ministry (agency) carries out its own program independently from the others and it rarely 
engages in coordination with the other ministries (agencies).  When doing so, the bases 
are mainly informal. 
The third and final common element between the two models is the fact that any 
coordination effort among service providers or agencies (ministries) can occasionally end 
up in a formal agreement among them.  This remark has also been made in order to point 
out a difference between the model that exists in Cyprus and the ‘Single-Oriented 
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Program’.  Both in Cyprus and in the ‘Network of Programs’ formal agreements are 
made primarily for some particular actions of the agencies (ministries) but they are not 
comprehensive.  Such an example in the case of Cyprus is the formal agreement between 
the Ministry of Health and a non-profit organization on the universal infant screening for 
hearing impairment. 
 
12.2.4.3 Comparison with the Loosely Couple System 
 As the models become more and more complex and more and more sophisticated, 
the number of common elements that exists between them and the model of coordination 
in Cyprus shortens drastically.  However, there is a common element between the 
‘Loosely Coupled System’, which is the model that follows in the hierarchy and the 
model in Cyprus. 
The commonality of the two models is the fact that primary coordination occurs 
between two or three service providers and implementation programs whereas the rest of 
them contribute occasionally.  This observation has surfaced over and over again in this 
research study.  Both parents and service providers mentioned that coordination takes 
place primarily among two or three stakeholders.  In most cases, these stakeholders are 
the parents, the special educator, the speech-language pathologist and the regular 
educator.  The coordination between the primary stakeholders and the secondary service 
providers that are involved in the child’s intervention program depends not so much on 
the needs of the child but on the willingness of the service providers.  In the case of 
children with hearing impairment, secondary service providers are mainly the 
otolaryngologist, the pediatrician and the audiologist. 
 
12.2.4.4 Comparison with the Rest of the Models of the Ecological Approach 
 Harbin et al. (2000) have described three more types of models that exist 
nowadays in the United States which are even more comprehensive and highly complex.  
However, the model of coordination that exists in Cyprus does not present any 
commonalities with the ‘Moderately Coupled Interagency System’, the ‘Strongly 
Coupled Interagency System’ or the ‘Comprehensive System for All Children’.  
Therefore, the comparison between the model in Cyprus and the models that are based on 
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the ecological approach is completed here since I do not consider necessary the 
presentation of a mere list of differences between the models. 
 
The section on the comparison between the Model of Service Coordination in 
Cyprus and those models that are mentioned in the literature has merely aimed to provide 
a measure of comparison between the former and the latter since the latter have been 
studied thoroughly.  Nevertheless, countries cannot remain intact and are influenced from 
the policies of different countries and of the international trends.  In engaging in this 
comparison, however, I have not intended to present those models that exist primarily in 
the United States as the ideal models of coordination.  On the contrary, I acknowledge 
that a number of researchers have criticized these models and have emphasized the 
importance of diversity and the adjustment of policies based on the realities of each 
locality.  I am also aware that the contexts of the two countries are extremely different in 
all aspects (geographical, political, social, economical, cultural etc) and that the country 
context is a crucial element that must be taken into account very seriously when 
formulating and implementing a policy. 
 
12.3 The Model of Coordination in Cyprus 
The model of coordination in Cyprus that is depicted through the following 
figures (Figures 12.1 and 12.2) has been influenced by the pictorial presentation that 
Harbin et al. (2000) have introduced.  However, I have elaborated those models in order 
to better represent the unique features of the model that exists in Cyprus and to describe 
in detail the illustrations that are used.  The construction of the model was based on the 
data that was collected as well as the discussion of the hypotheses and the comparison 
with the existing models that followed.  The verbal description of the relationships that 
exist between the families, the various governmental and non-governmental agencies and 
among the governmental agencies in Figure 12.1 and between the families and the service 
providers and among service providers in Figure 12.2 merely interprets the relationships 
that are depicted on the figures and helps the reader comprehend them more easily. 
The first graphical depiction (Figure 12.1) represents the coordination between 
the three ministries that are primarily involved in the service provision towards children 
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with hearing impairment, the families, the parental association and the non-profit 
organization that is involved in the infant screening program.  A dark circle illustrates the 
families and the Ministry of Education.  On one hand, the families are always present in 
the services towards their children.  On the other hand, this ministry is involved in most 
of the services towards these children, on a daily basis and for the longer period of time.  
Blank circles illustrate the Ministry of Health, the Ministry of Social Insurance and 
Labour, and the parental association since all three of them are considered to be 
secondary agencies that are less frequently involved in the service provision than the 
Ministry of Education.  A dotted circle to illustrate its occasional involvement in the 
service provision system presents the non-profit organization.  As it is clearly shown 
through the use of continuous lines, a strong coordination link has been established 
between the Ministry of Health, the parental association and the non-profit organization.  
The three agencies are currently actively involved in the establishment of an infant 
screening program.  In addition, the Ministry of Health coordinates with representatives 
of the parental association for all issues of joint interest.  Strong coordination link also 
exists between the families and the Ministry of Education and the Ministry of Labour and 
Social Insurance.  The two ministries prefer to coordinate with individual families and 
not the parental association.  Strong link is also present in the relationship between the 
parents and the parental association since the majority of parents are in contact with it 
and are informed from it in some extent.  The coordination between the Ministry of 
Education and the Ministry of Labour and Social Insurance with the parental association 
is weak and is illustrated by dotted lines.  The representative of the two ministries 
mentioned that they prefer to coordinate with individual parents to resolve their personal 
issues and not with the parental association.  Moreover, no agency has reported any 
efforts of coordination between the Ministry of Education and the Ministry of Labour and 
Social Insurance with the non-profit organization.  Finally, the coordination among the 
three ministries is also weak since the three ministries seldom coordinate with each other.  
A coordinating body among them does not exist and any coordinating effort takes place 
only when necessary. 
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 The second graphical depiction (Figure 12.2) represents the coordination between 
the family and the service providers.  The family has been placed in the middle of the 
figure due to its role as a mediator among the service providers and the stakeholder that 
primarily transmits information and messages among them.  The blank circle with which 
is depicted, illustrates its relative powerless role compared to the role of the service 
providers.  The service providers are still considered to be the primary source of expertise 
and are illustrated in dark circles.  Continuous and dotted lines are used to illustrate the 
intensity of coordination that exists among the various stakeholders.   
In the case of children with hearing impairment in Cyprus, there are seven 
occupational groups with which the parents can coordinate.  Coordination with these 
service providers takes place on an individual basis and only rarely with more than one of 
them at the same time (i.e. during the Evaluation Committee).  Moreover, the 
relationships that are established between the family and the various service providers are 
not of the same intensity.  Families primarily establish strong relationships with the 
service providers who are involved with their child’s education.  Particularly, families 
strongly coordinate with the special educator, the elementary educator and the speech-
language pathologist who are the service providers who work with the child during 
his/her years in the elementary school.  This observation can be partially explained due to 
the importance that usually families place on the first years in the educational system and 
the significance of constructing good academic bases.  The difference between the 
coordination that families establish with the secondary and the elementary educators can 
also be explained by the fact that secondary educators who are involved in service 
provision most often lack the specialized training.  Furthermore, special educators and 
speech-language pathologists are not appointed to work in secondary schools.  Therefore, 
no coordination takes place between the secondary educator and the special educator or 
the speech-language pathologist.  In addition, families rarely or never meet the 
audiologist of their child.  In the whole island, the Ministry of Education has appointed 
one audiologist who works as an itinerary service provider to the elementary schools or a 
service provider who goes from school to school.  This practice leaves no room for 
parents to engage in any coordination with her.  When necessary, the audiologist sends a 
written message to the families through the child or transmits her message through the 
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service providers who work in that school and have a closer relationship with the 
families.  The dotted line explains this indirect coordination between the audiologist and 
the family.  The coordination between the audiologist and the rest of the service providers 
is also weak since the former seldom visits each school.  Lastly, the families also engage 
in weak coordination with the paediatricians and the otolaryngologists.  Doctors are more 
involved in service provision during the stage of the diagnosis.  As years progress, the 
coordination between families and doctors resembles the one that any parent has with the 
doctors of their children unless a particular problem requires the special attention of a 
doctor.  Rarely, doctors of different specializations coordinate with each other through 
referrals.  Moreover, doctors do not coordinate with the service providers who work in 
schools.  As already noted, the parents quite often act as the mediators among service 
providers who are reluctant to coordinate with each other.  It must be mentioned here that 
such coordination happens from time to time but it does not constitute an established 
coordination to be illustrated on the model.  
 I have not added separate boxes to indicate the special educators and the speech-
language pathologists who work in the private sector since data has shown that families 
establish strong coordinating relationships with special educators and speech-language 
pathologist who work in both sectors alike.  In fact, in some instances the same service 
providers serve the families both in the mornings and in the afternoons.  Therefore, the 
addition of any extra box would not have introduced any new element in the graph.  
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13. Conclusions 
 
The service provision towards children with disabilities has evolved considerably 
over the last decades.  Understanding the changes that occurred has become an 
indispensable part of this evolution and has resulted in gaining valuable knowledge 
regarding the policies that work, the circumstances that facilitate their implementation, 
the parameters that must be taken into consideration and the time that is needed for such 
changes to occur and become an integral component of a system.  
Four unique characteristics of this domain have elevated the coordination among 
those involved in the service provision towards children with disabilities such as the 
families and the service providers firstly as a major issue in the literature that deals with 
children with disabilities and secondly as a major issue and initiative in public policy.  
The first characteristic is the presence of a plethora of service providers and agencies that 
deal with an individual child that derives from the complexity of child development and 
the multiplicity of the effects of disabilities on development.  This reality requires a 
combined expertise by service providers who derive from various occupational groups.  
The second characteristic is the recognised role that families with extreme diversity are 
called to play in child development in general and in service provision towards children 
with disabilities in particular based on some theoretical propositions.  Three major 
theoretical propositions praise the active family involvement in child development.  
These are the Family Systems Theory, the Ecological Model and the Transactional 
Model.  The Family Systems Theory views the family as an interactive unit where each 
member of the family affects the other and the interaction of these interdependent parts 
creates some characteristics that are not contained in separate entities.  The Ecological 
Model supports that besides the family, which is the principal context in which human 
development takes place there are other environmental settings that are also decisive 
factors for human development.  The Transactional Model acknowledges the role of the 
environment in human development but at the same time emphasizes the important role 
that individual differences in a child can play in terms of what have the child elicits from 
the environment and what the child is able to take from it.  The third characteristic is the 
importance of timing identification, accurate assessment and early intervention for each 
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child with disabilities based on a critical period in child development.  This critical period 
indicates that the plasticity and the gradual maturation of the brain allow the better 
remediation of difficulties of younger than older children.  The last characteristic is the 
economic aspect where economists along with policy-makers have tried to justify the 
enormous public spending, to examine the dramatic increase on the demands for more 
resources and to find a solution for the efficient utilization of the scarce resources. 
Literature has shown that coordination in the service provision system is 
influenced primarily by six highly complex and interacting factors.  These interacting 
factors are the state context, the state policy, the daily service delivery practices, the 
service providers, the families and the relationship between families and service 
providers.  The state context incorporates elements such as the history, the culture and the 
economy of the place in which the service provision is taking place.  The state or public 
policy contains the rules that guide the allocation of funds in order to meet the social 
needs.  The daily practices of service delivery include the every day interaction and 
activities among stakeholders.  Service providers are considered another factor because of 
its complexity since service providers derive from a range of disciplines and occupational 
groups pending on the needs of each child.  Along the same lines is the investigation of 
families as a distinct factor.  Families have become extremely complex and are 
increasingly gaining power and involvement.  The relationship between the service 
providers and the families that is their interpersonal communication skills comprises the 
final interacting factor. 
Previous studies have attempted to describe coordination by looking into the 
above factors in isolation for practical reasons.  The provision of a comprehensive 
description of coordination is a difficult endeavour especially in contexts where there are 
vast differences among the service provision systems in the various regions of a single 
country and large number of children with disabilities. 
This research study has attempted to investigate the role of all six interacting 
factors by concentrating on a small country with a population of less than a million 
habitants, which has a highly homogenous population across regions and to incorporate 
the majority of the total population of children with a single disability of the country.  
Particularly, the current research study aimed to describe the model of coordination that 
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exists between the parents of children with hearing impairment and the service providers 
from the public and the private sectors in Cyprus, to identify the parameters that 
influence coordination and to compare this model with those models that exist in the 
literature.  Cyprus has a population of approximately 800,000 people and has recently 
joined the European Union.  Three governmental ministries are mainly involved in the 
service provision system.  These are the Ministry of Education, the Ministry of Health 
and the Ministry of Labour and Social Insurance.  The public policy and the legislation 
towards people with disabilities are in accordance with several international instruments 
such as the European Union and the United Nations.  Seven occupational groups are 
involved in the service provision system towards children with hearing impairment, 
which are affiliated either with the public or the private sectors.  These are the special 
educators, the elementary educators, the secondary educators, the paediatricians, the 
otolaryngologists and the audiologists.  The wide range of disciplines involved is a result 
of the high heterogeneity of children with hearing impairment that derives from the 
variations in the level, the etiology, the age of onset, the time of detection and the type of 
hearing loss as well as the mode of communication that these children use and the family 
history on hearing impairment.  As a consequence of the international epidemilogy of 
policies, the policy borrowing and the circulation of ideas, coordination has entered the 
discussion arena in the service provision towards children with disabilities of Cyprus as 
well over the last few years.   
To tackle the six interacting factors that affect coordination, seven hypotheses 
were formulated which are separated into two levels.  The first level includes those 
hypotheses that describe the daily reality and the second level incorporates those that 
describe the public policy. 
The first level contains four hypotheses.  Hypothesis 1 compares the perceptions 
of the stakeholders regarding the daily practices of the service delivery system.  Daily 
practices are considered the primary criterion of satisfaction of the various stakeholders 
towards the service delivery system.  Therefore, their perceptions regarding them are 
crucial in creating an environment that fosters coordination.  In the case of Cyprus, the 
daily practices incorporate the daily reality regarding the decision taking, the goal setting, 
the information exchange, the respect of the parental role, the problem solving, the 
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devotion of sufficient time from service providers to parents, the Individualized 
Education Program, the patience, the sincerity and the friendliness of the stakeholders.  
Hypothesis 3 compares the perceptions of the parents and the service providers on the 
information that parents receive.  Nowadays, families are extremely diverse in terms of 
their cultural, ethnical, religious and social distinctions.  Nevertheless, information is also 
complex since it incorporates the educational services, the health services, the social 
services and the economic benefits, which children with disabilities and their families are 
entitled for.  As a result, part or all information may not reach all families with the same 
manner and at the same time.  Hypothesis 2 aims to detect any coordination efforts 
among the service providers of the public and the private sectors and identify any policies 
that specifically target this type of coordination.  The service provision towards children 
with disabilities in Cyprus encompasses ministries, agencies and individuals who are 
affiliated with either the public or the private sectors.  In fact, the presence of these 
stakeholders is a daily reality.  The coordination between the two sectors presents distinct 
features since each sector has its own distinct orientation, spectrum of activities, 
capabilities and resources.  Hypothesis 4 assumes that parents hold higher expectations 
from the public than the private sector.  The expectations of a portion of the citizens from 
their state are an indicator of how well the administration and the leadership of a state 
reacts to service provision. 
The second level contains three hypotheses.  Hypothesis 5 explores the 
indispensability of the ministerial policies in the efficiency and the effectiveness of the 
coordination system.  As a matter of fact, the public policies guide in a great extent the 
practices of each ministry and shape the daily reality that all stakeholders experience.  
Ministerial policies have the potential to promote better linkages among ministries that 
mainly work independently and therefore facilitate coordination.  Hypothesis 6 looks at 
the specific legislative directives that are needed to foster coordination.  Laws are 
circulated among countries in the form of borrowing and copying.  However, even an 
excellent piece of legislation cannot safeguard its proper implementation unless it is 
notified to its implementers and it is specific enough to provide clear directives and 
directions to them.  Hypothesis 7 investigates the training of service providers on family 
and coordination issues, which can affect the efficiency and the effectiveness of 
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coordination.  In the case of Cyprus, the issue of pre- and in- service training is 
particularly complex since the service provision system contains service providers who 
belong to various occupational groups and who have received their pre- service training 
abroad due to the lack of related studies in the island.  Apart from this reality, pre- service 
training programmes in general have been repeatedly accused for being slow to respond 
to the legislative changes and the innovative steps such as the family-centred practices 
and coordination.  To compensate for any lack of training, in- service training has been 
increasingly gaining support and utility. 
The above hypotheses have guided the construction of the instruments of data 
collection, which were an interview and a questionnaire.  I decided that for the particular 
study, the construction of my own instruments of data collection was imperative because 
instruments that are created in another country fail to include country-specific items.  
Both instruments were semi-structured and included a combination of standardised open-
ended and close-ended quantitative questions.  The first six sections of both the 
interviews and the questionnaires were almost identical except from their first sections 
that included demographic questions that have been adapted to the participants.  The 
second sections included closed-ended questions on the daily practices of service 
delivery.  The third sections contained an open- and a close-ended question on the 
ministerial policies that affect coordination and the fourth sections an open- and a closed- 
ended question on the current legislation.  The fifth sections targeted the information that 
parents receive from the service providers.  The sixth and final common parts were 
aiming towards the interpersonal communication skills between parents and service 
providers.  The interviews were then differentiated from the questionnaires and included 
additional sections.  The seventh and eight sections of the interviews also targeted the 
information that parents receive form the Association of Parents of Deaf Children and 
individual parents respectively.  The ninth part of the interviews investigated the period 
in which coordination is essential.  The tenth and final part of the interviews was aiming 
towards the differentiation of the parental expectations between the public and the private 
sectors.  The questionnaires towards service providers also included an additional section 
that was identical to the ninth part of the interviews.  Each interview was lasting 
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approximately one hour although its duration was fluctuating.  The questionnaires were 
shorter and the required time for its completion was approximately 30-40 minutes.   
Before the stage of main data collection and to enhance the better formulation of 
both the content and the design of the two instruments, I have conducted in Cyprus a pre-
test (April 2002) and a pilot study (September 2002) towards five families each time in 
my home region and the area where I have worked as a teacher for children with hearing 
impairment for four years in order to achieve maximum participation. 
Participants in the stage of the main data collection that was conducted between 
November and December 2002 were forty-eight families with children with hearing 
impairment who reside in the geographical region of the capital city of Nicosia and the 
service providers who serve these families.  I chose Nicosia as the geographical region to 
conduct the stage of main data collection because it is the largest in the island, hosting the 
capital Nicosia, thus providing a substantial number of possible participants, it has the 
only special School for the Deaf in the island, I have not worked in this region and the 
rest of the regions do not provide satisfactory numbers of participants.  The service 
providers were affiliated with all seven occupational groups that were mentioned before.  
Participants in this study were also a representative from each of the ministry involved 
that is the Ministry of Health, the Ministry of Labour and Social Insurance (Department 
of Welfare) and the Ministry of Education as well as a representative from a non-profit 
organization, which has initiated a universal infant screening program along the Ministry 
of Health.  The parents were interviewed in their homes or their place of work.  The 
service providers were sent questionnaires by mail.  Eighty-two service providers 
responded to the questionnaires.  Finally, the representatives of the three ministries and 
the non-profit organization were interviewed at their place of work.   
Following the main data collection, data reduction techniques were utilised and 
particularly factor analysis to validate the content of the instruments of data collection 
and the subsequent justification of some subscales that already existed in these 
instruments as well as to engage in some comparisons between the two groups of 
participants that were needed for Hypothesis 1 and Hypothesis 3.  Moreover, both 
descriptive statistics and qualitative analysis enabled the drawing of conclusions on the 
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rest of the hypotheses.  The following paragraphs present the conclusions that were 
extracted from the seven hypotheses. 
Regarding Hypothesis 1 that was targeting the perceptions of the stakeholders on 
the daily practices of service delivery, the main data collection has shown that parents 
and service providers have expressed different attitudes towards the daily practices of the 
service delivery system in Cyprus.  More particular, a factor that was comprised of ten 
variables was extracted and enabled the comparison between the two participating groups 
of stakeholders through a t-test (Table 10.17, Table 10.18).  The t-test has given a t-value 
of 2.96, which, with 122 degrees of freedom has a two-tail significance of 0.004 and 
indicates a significant difference between the two sample means and the way these two 
groups perceive the daily practices of service delivery.  In the literature, the daily 
activities that take place between parents and service providers constitute the greatest 
majority of activities among them and a primary criterion of satisfaction of the service 
provision system.  As a consequence, the perceptions of the stakeholders on this issue are 
particularly important and can guide future steps for the amelioration of the system.  The 
fact that the two participating groups disagree on the activities they share can be 
considered a negative feature of the system because it reveals different perceptions and 
therefore different realities of their shared activities.  At the same time, the potential for 
change has surfaced through qualitative data and the satisfaction that both parents and 
service provides have expressed on the importance of educating children with disabilities 
along non-disabled children and on the provision of not only educational but health and 
social services as well.   
Factor analysis has also facilitated the analysis that was needed for Hypothesis 3 
and the perceptions of both parents and service providers on the information that the 
former receive.  A factor containing four variables was formed (Table 10.19, Table 
10.20).  The two participating groups of stakeholders share similar perceptions regarding 
the provision of information towards parents.  More particularly, parents and service 
providers have expressed similar perceptions regarding the amount and type of 
information that parents receive.  The t-test that was conducted provided a t value of –
1.38, which, with 120 degrees of freedom has a two-tail significance of 0.17 and no 
significant difference among the responses of the two participating groups.  The 
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information that parents receive primarily focuses on the educational services and in a 
lesser extent on the health and social services as well as the economic benefits.  The 
qualitative data has shown that the issues and information surrounding the education of a 
child always remain high on the agenda of each family.  Parents have indicated that they 
are mostly concerned about the academic and the occupational future of their children.  
On the contrary, the information on the health and social services as well as the economic 
benefits seldom changes and is not perceived as of high priority. 
The coordination between the service providers of the public and the private 
sectors that Hypothesis 2 has discussed has shown that some form of coordination 
between the service providers of the two sectors does exist.  In fact, 29% of parents said 
that all service providers coordinate with their colleagues, 25% with many and 23% with 
few.  On the other hand, 65% of the service providers said that there is no coordination 
between the service providers of the two sectors and 22% of them said that there is 
coordination among all of them.  The qualitative data has revealed some important 
information that justifies the existence of coordination.  Over the last few years and 
mostly since 1999 joint initiatives between the public and the private sectors are 
becoming extremely popular since in theory they combine the best of each sector.  An 
example is the coordination between the Ministry of Health and a non-profit organization 
for the establishment of a universal infant screening program on hearing.  Another 
example is the attendance of children with disabilities in private schools and their 
subsequent supervision by the Ministry of Education and Culture for consultancy when it 
is needed.  Moreover, the 1999 Special Education Law allows the participation of service 
providers who work in the private sector into the Evaluation Committee.  Furthermore, 
the Ministry of Labour and Social Insurance supervises all nursery schools and 
consequently all those that host a child with hearing impairment.  These initiatives have 
the potential to strengthen the capacities of a system and tackle those problems that were 
intractable before in a complementary manner.  However, specific guidelines that refer to 
the coordination between the two sectors are essential since each sector abides with 
distinct set of rules, has different abilities, orientation and resources.  Such directives are 
absent from the current legislation and only refer to the public sector.  Consequently, the 
coordination between the two sectors is in a great extent informal.  The great amount of 
 176
informality that exists is a characteristic not foreign to various cultures and particularly to 
small states.  In such contexts, some of the richest coordination is a product of informal 
communication.  Even though informality leads to a number of benefits, it can also have 
numerous limitations.  As parents have indicated, these limitations derive from the fact 
that the extent and the duration of this type of coordination heavily depend on the 
personality and the good will of the persons involved.  In many instances and in order to 
compensate for the lack of specific directives, Cypriot parents act as informal 
coordinators among stakeholders, a role that not all of them are in a position to play and 
with no safeguarded result.  Therefore, informal coordination is not reliable, it is 
extremely vulnerable since it depends on the personality of the stakeholders and will 
remain as it is unless some conditions secure its effectiveness.   
Parents have confirmed Hypothesis 4 and expressed higher expectations from the 
public sector.  In fact 73% of them have expressed such beliefs (Table 10.2).  The 
literature indicates that the perceptions of the citizens regarding their state provide a 
strong indication on the state’s responsiveness towards them.  In the case of Cyprus, the 
participating parents have expressed the belief that their state has more responsibilities 
and capabilities to serve its citizens than the private sector.  Someone can conclude that 
this observation obviously provides the state a strong ground for the introduction of any 
changes that it considers important and for reinstating its commitment to serve the 
citizens. 
Hypothesis 5 was looking on the role of the ministerial policies in the efficiency 
and the effectiveness of a coordination system.  The first observation that was extracted 
from both the quantitative and qualitative data was the high percentage of service 
providers who admitted their ignorance of the ministerial policies on coordination.  
Twenty four percent of the service providers and 38% of the parents said that they are not 
aware of the ministerial policies that are related to coordination and therefore can not 
judge whether they affect the efficiency and the effectiveness of the coordination system 
(Table 10.3).  Moreover, the dominant belief among the service providers that are aware 
of the ministerial policies was that only few such policies enhance coordination (Table 
10.4).  A t-test was conducted to compare the responses of the two participating groups.  
It provided a t value of –1.75, which, with 121 degrees of freedom has a two-tail 
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significance of 0.86 and indicates no significant difference between them (Table 10.21).  
An illustrative example that surfaced through the interviews towards the representatives 
of the three ministries is the lack of a coordinating body among the three ministries, 
which leads to isolated activities or the engagement in similar activities.  An additional 
hurdle is the lack of personnel.  This obstacle has led to a series of problems such as the 
work overload and the time constraints that prevent the engagement in vital but 
peripheral activities.  In addition, the lack of personnel prevents children from receiving 
the wide range of services that are entitled by the law.  It is indicative that 40% of the 
children with hearing impairment in Nicosia during the academic year 2002-2003 did not 
receive special education at their school (Table 9.12).  The representatives of the three 
ministries have also said that the enactment of the 1999 Special Education Law has 
brought some hope and it has introduced the creation of the mechanism of early detection 
and the establishment of multidisciplinary teams for the evaluation and the assessment of 
children.  Both measures reveal an intention towards coordination among independent 
agencies that would facilitate the efficiency and the effectiveness of the coordination 
system.   
Hypothesis 6 targeted the role of the directives that are included in the various 
pieces of legislation that are related to the service provision.  As it was surfaced through 
the results, an unanticipated lack of awareness of the legislation is evident among service 
providers (Table 10.6, Table 10.7).  Even though this was somehow expected among 
parents (Table 10.5), it was definitely a surprise in the case of service providers.  A t-test 
was also conducted to compare the responses of the two groups and revealed no 
difference concerning the perceptions of parents and service providers on legislation 
based on a t value of 0.25, which, with 119 degrees of freedom has a two-tail significance 
of 0.8 (Table 10.21).  In the qualitative data, parents and service providers have referred 
to the lack of directives in the legislation that would enhance coordination.  The current 
laws do not assign a central role to coordination, do not specify the role of each 
stakeholder in coordination and do not create a mechanism for evaluating coordination, 
thus leaving space for improvise.  An example of such a law is the 1999 Special 
Education Law.  This law encourages coordination but fails to specify the role of each 
service provider and of parents in an Evaluation Committee and to designate the process 
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under which coordination should take place.  Similar problems appear not only in the 
intragency level but also in the interagency level and particularly in the coordination 
among the three ministries.  Such an example is evident in the coordination of each 
ministry with the parental association or a non-governmental agency.  The Ministry of 
Health is the only ministry that has established strong coordination links with the parental 
association while the other two ministries coordinate with individual parents.  The same 
ministry is the sole agency that has established a joint program with a non-governmental 
agency. 
Hypothesis 7 aimed to investigate the role of the personnel preparation in 
coordination.  As mentioned before, this issue is particularly important in the case of 
Cyprus since the service providers receive their pre-service training abroad due to the 
lack of related studies in the island.  Service providers admitted their lack of both pre- 
and in- service training on family and coordination issues (Table 10.8, Table 10.11).  
Among all occupational groups, the special educators and the speech-language 
pathologists are the best trained on these issues (Table 10.9, Table 10.12).  Moreover, 
younger service providers tend to be better prepared than their older colleagues, an 
evident that could be assumed to be the result of the new trends in the personnel 
preparation programs over the last few years (Table 10.10, Table 10.13).  The 
responsibilities of the legislation on the issue of personnel preparation are quite 
important.  An indicative example of a legislative gap that was detected regarding the 
training of service providers is the 1999 Special Education Law.  Even though this piece 
of legislation requires the hiring of qualified personnel, it does not specify the 
qualifications and does not require the evaluation of the content of the studies.  
Furthermore, this legislation does not accommodate for any absences in the pre- service 
preparation through in- service training.  The role of in- service training in such cases is 
extremely valuable since it is called to compensate for any gaps in their pre- service 
training that is beyond the jurisdiction of the ministries in Cyprus.  The qualitative data 
has shown that in- service training programs are organised occasionally but they rarely 
are compulsory and fail to include coordination and family issues in their agenda.   
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The above conclusions have identified the main parameters that affect 
coordination and have guided the formulation of the model of coordination that exists in 
the service provision towards children with hearing impairment in Cyprus.   
For reasons of convenience, the description of the model has been separated into 
two levels.  The first level describes the coordination between the agencies and the 
families.  The families and the Ministry of Education play a central role in the service 
provision.  The other two ministries along the parental association assume a secondary 
role.  In a lesser extent, non-governmental organizations occasionally enter this system.  
Strong coordination occurs between the families and the Ministry of Education, the 
families and the Ministry of Labour and Social Insurance, the parental association and the 
families as well as the parental association and the Ministry of Health.  Weaker 
coordination occurs among the three ministries and between the parental association, the 
Ministry of Education and the Ministry of Labour and Social Insurance.  The second 
level describes the coordination between the families and the service providers.  Families 
establish strong coordination primarily with those service providers who are involved 
with the education of their children and particularly those that deal with their elementary 
education.  Families establish weaker links with the doctors of their children since they 
visit them occasionally.  In the coordination among service providers, families play the 
role of an informal coordinator. 
Such a descriptive model becomes more meaningful through a comparison 
between this model and the existing models in the literature.  The literature has presented 
a series of models that derive from the description of coordination in various service 
provision systems.  These models are separated into four categories.  The first category 
differentiates the models based on the traditional criteria of separateness, which are the 
location, the target, the process, and the philosophical orientation of intervention.  In 
terms of the location of intervention, models are separated into hospital-based, home-
based, or centre-based.  The focus of intervention separates programs either to child-
centred or family-centred and the process of intervention to evaluation, assessment or 
intervention-based.  Finally, the most popular and widely philosophical orientations of 
the programs are the behaviourist, the Piagetian, the ecological, the transactional and the 
psychoanalytic.   
 180
The second category segregates the models based on their historical evolvement 
since the 1950s.  The first one is the parent counselling/psychotherapy model that 
assumed that children with disabilities were creating family pathology.  The second 
model was the family involvement model, which encouraged parents to continue the 
instruction at home so that their children would learn more.  The third model was the 
family-centred model where the family was seen as the only constant in the child’s life 
and coordination between service providers and families was encouraged.  The final 
model is the model of collective empowerment that emerged during the last decade and 
believes in the centrality, the strengths and the capabilities of each family and regards 
service providers as mere facilitators or partners rather than experts.  
The third category distinguishes the models based on the types of teams that are 
formulated between parents and service providers.  There are three types of teams, the 
multidisciplinary, the interdisciplinary and the transdisciplinary.  Multidisciplinary teams 
are those where service providers from different disciplines function as independent 
specialists, are engaged in isolated assessment and intervention services and have poor 
communication with each other.  Interdisciplinary teams are those teams where service 
providers perform the assessment and intervention independently but interact with each 
other to share their separate plans, discuss the results and jointly develop intervention 
plans.  Transdisciplinary teams are those in where service providers and families not only 
share information but also roles. 
The last category segregates the models based on an ecological cluster of factors 
such as the overall organizational structure, the amount and nature of decision-making 
and the scope and the nature of the service resources that are utilised to form a holistic 
system.  Six models derive from this category.  These are the Single-Program Oriented, 
the ‘Network of Programs’, the ‘Loosely-Coupled System’, the ‘Moderately Coupled 
Interagency System’, the ‘Strongly Coupled Interagency System’ and the 
‘Comprehensive System for All Children’. 
It is obvious that the model that has derived from this research study does not 
resemble to any of those that are presented in the literature.  On the contrary, it 
constitutes an amalgam of models and presents the following characteristics. 
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It is primarily school-based particularly since 1991 were the mainstreaming of 
children with disabilities along their non-disabled peers has been implemented in the 
educational system.  Intervention and therefore coordination in the hospitals is absent 
apart from limited exchange of information and assessment that occurs there.  The same 
observation can be made regarding home-based interventions.  Home-based interventions 
can occur only in the cases of families with a child under the age of three, which can not 
participate in a Portage Program that is organized in the School for the Deaf or do not 
reside in Nicosia.   
It is mainly oriented towards intervention rather than the evaluation and the 
assessment.  Most emphasis is given on the direct services towards children with 
disabilities and who have reached the age of three even though the importance of early 
intervention has been already established through various studies.  A recent initiative that 
is being organized by the Ministry of Health, the Parental Association of Deaf Children 
and a non-profit organization towards early identification and early intervention towards 
children with hearing impairment provides a good start for the initiation of early 
intervention programs. 
Children remain on its focal point despite the fact that parents play the role of an 
informal coordinator.  This conclusion is evident in the responses of the stakeholders.  In 
fact, both parents and service providers are in favour of child-centred intervention.  
Parents mentioned that intervention programs should be able to meet the needs of the 
child and not the entire family and perceive family-centered activities as a waste of time.  
Service providers also favour the child-centered activities and believe that parents lack 
the necessary knowledge and skills that would enable them to get involved in an 
intervention program.  However, parents increasingly are involved in the service 
provision by participating in committees that discuss issues related to their progress and 
by coordinating with those service providers who believe in the significance of their 
contribution. 
The present study is not in a position to provide extensive information and 
comments on the philosophical orientation of the provision system since this was not one 
of the issues that this study has dealt with.  Nevertheless, the intervention program that 
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each service provider implements is influenced by the philosophical orientation of the 
pre-service preparation.   
This provision system in Cyprus contains elements of the family involvement and 
the family-centred models that historically were developed in the 1970s and 1980s and 
encourage increasing involvement of the family.  The most apparent resemblance with 
the family involvement model that derived through the data that was collected from both 
the service providers and the representatives of the ministries is the acknowledgment that 
service providers are the main source of expertise.  However, numerous service providers 
accentuated the centrality of the role of the families and the benefits that can arise from it.  
Following the enactment of the 1999 Special Education Law, the model of coordination 
begins its transformation into a family-centered model.  Families are increasingly gaining 
power in decision-making and in intervention either through their participation in 
advocacy groups or as a result of changes in practices that try to accommodate the 
different needs of the stakeholders.  Service providers have started acknowledging the 
strengths that derive from the parental capacities and values. 
It also incorporates multidisciplinary, interdisciplinary and transdisciplinary types 
of teams at different stages.  In the assessment stage teams are primarily multidisciplinary 
since independent service providers meet occasionally to discuss specific issues and 
interventions are conducted in isolation.  Such an example is the Evaluation Committee 
in where independent service providers evaluate the child separately and communicate 
their recommendations through individualized written reports.  In the planning stage 
teams are primarily interdisciplinary which require a higher level of interaction.  Such an 
interdisciplinary team takes place between the connecting officer, the educators and the 
parents of a child for the creation of a comprehensive plan.  In some cases such as where 
the appointment of numerous service providers is considered unreasonable, unfeasible or 
even extremely costly as it happens in the case of lack of personnel, the presence of a 
child with disabilities in a remote area, or the child’s limited needs, the model of 
coordination also contains transdisciplinary teams which require even higher level of 
interaction.  In such cases a regular educator receives training from a special educator to 
improve her skills and accommodate the needs of a child with disabilities or special 
educators and speech-language pathologists exchange roles.  
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The model of coordination in Cyprus contains common elements with some of the 
models of the Ecological Approach.  The common elements with the ‘Single-Oriented 
Program’ are the one-to-one basis of intervention, the focus on direct services only 
towards the children, the informal interactions that exist mainly among the service 
providers and the array of services that is primarily depended on the availability of 
services and it is not based on the needs of the children.   
The common elements with the ‘Network of Programs’ are the focus of the 
provision of services that do not address only the educational needs of the child but 
his/her health and social needs as well, the autonomous work of each agency, and the 
formal agreements that occasionally occur among stakeholders.  Such an example is the 
formal agreement between the Ministry of Health and a non-profit organization on the 
universal infant screening for hearing impairment. 
The service provision system in Cyprus also shares a commonality with the 
‘Loosely Coupled System’.  In both models primary coordination occurs between two or 
three service providers and implementation programs whereas the rest of them contribute 
occasionally.  In this research study, parents and service providers mentioned incidents in 
several occasions that prove that coordination takes place primarily among two or three 
stakeholders (the parents, the special educator, the speech-language pathologist and the 
regular educator) and secondary stakeholders (the otolaryngologist, the pediatrician and 
the audiologist) coordinate with them occasionally. 
 
Concluding, models are dynamic entities that evolve over time, as they become 
recipients of the impact of various factors that derive from the state, the society and the 
international trends.  The model of coordination in the service provision system towards 
children with hearing impairment in Cyprus is in transition.  This study has demonstrated 
that the effects of the recent pieces of legislation and the consequent policy changes on 
the service provision system are evident.  Further research and time is needed for the 
detection of the full extent of the changes, the gaps and the consequent needs. 
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E. ANNEX 
 
I. Cover Letter that Accompanied the Questionnaire to Service Providers 
 
Dear colleague, 
I am doctorate candidate at the University of Geneva, Switzerland.  My area of 
research is the “Coordination between parents and service providers in the service 
provision towards children with hearing impairment in Cyprus”.  I have worked as a 
teacher of children with hearing impairments in Cyprus for seven years and since 
September 2000 I am on educational leave from the Ministry of Education to complete 
my studies. 
In the service provision towards children with hearing impairments, apart from 
the children and their parents, a range of service providers such as doctors, educators, 
speech-language pathologists are involved.  The coordination of all of them is an issue 
that concerns all of us. 
The present research study aims towards describing the coordination that exists in 
the service provision system, pinpointing to the obstacles that hinder coordination and 
highlighting the benefits that could arise through fruitful coordination. 
Your participation and your contribution in this research is extremely important 
since the experience of each one of the service providers is particularly important for 
achieving a better outcome in the planning process.  The current study is anonymous and 
confidential and your identity will not be released under any circumstances.  This study 
will be directed to all parents and service providers that reside in the Nicosia region.  Its 
outcomes will be disseminated to you upon its completion. 
Please return the questionnaire until the end of January using the return envelope 
that is provided. 
For any questions or clarifications, please do not hesitate to contact me. 
Sincerely, 
 
Irene Kassini 
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II. Questionnaire to Service Providers 
 
A) PERSONAL INFORMATION 
 
1. Occupation: 
1)__Speech-Language Pathologist 2)__Ear-Nose-Throat Specialist 
3)__Elementary Teacher 4)__Secondary Teacher 
5)__Paediatrician 6)__Special Education Teacher 
7)__Audiologist 
 
2. Age: 
1)__21-30 2)__31-40 3)__41-50 
4)__51-60 5)__61- 
 
3. Sex:  
1)__Female 2)__Male 
 
4. Years of Experience in Practice: 
1)__0-5 years 2)__6-10 years 3)__11-15 years 
4)__16-20 years 5)__21-25 years 6)__26- 
 
5. In which sector do you work? 
1)__In the public sector 2)__In the private sector 3)__In both sectors 
 
6. Approximately, how many children with permanent hearing loss do you encounter 
each year? 
1)__1-5 2)__6-10 3)__11-15 4)__16- 
 
7. Do you work in an urban or rural area? 
1)__urban area 
2)__rural area 
3)__in both areas 
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8. Have you received any training on family issues? (please circle the aspects) 
• family intervention 
• sensitivity on parental roles 
• ethics 
1)__Yes, as a student at the university 
2)__Yes, as a professional 
3)__Yes, both at the university and as a professional 
4)__No, I have not received any training on family coordination 
 
If yes, please explain for how long and whether it was useful etc 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
9. Have you received any training on coordination? (please circle the aspects) 
• collaborative decision making 
• alternative strategies 
• sharing information 
• problem solving 
• accountability 
• mutual respect 
1)__Yes, as a student at the university 
2)__Yes, as a professional 
3)__Yes, both at the university and as a professional 
4)__No, I have not received any training on inter-professional coordination 
 
If yes, please explain for how long and whether it was useful etc 
________________________________________________________________________
________________________________________________________________________
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________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
10. With which members of the family do you usually interact? 
1 Only the father 
  
2 Only the mother 
  
3 Both parents 
  
4 Some other family member. Which? __________________________________ 
  
5 No one 
 
11. I put common goals with parents 
      1         2        3        4 
All P    Many P    Few P   No one 
 
12. I take common decisions with parents 
      1         2        3        4 
No one   Few P     Many P   All P 
 
13. I exchange information with parents 
      1         2        3        4 
All P    Many P   Few P    No one 
 
14. The parents respect my role and my point of view 
      1         2        3        4 
No one   Few P     Many P   All P 
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15. I encourage parents to feel free to pose questions 
      1         2        3        4 
All P    Many P   Few P    No one 
 
16. The parents comprehend the vocabulary I use 
      1         2        3        4 
No one   Few P     Many P   All P 
 
17. The parents and I try together to resolve any obstacles 
      1         2        3        4 
All P    Many P   Few P    No one 
 
18. The parents have the appropriate knowledge and skills 
      1         2        3        4 
No one   Few P     Many P   All P 
 
19. Please explain your response 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
20. I am satisfied with the time I devote to parents 
      1         2        3        4 
All P    Many P   Few P    No one 
 
21. I am satisfied with the time parents devote on me 
      1         2        3        4 
No one   Few P     Many P   All P 
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22. I adapt the service delivery to each child and family 
      1         2        3        4 
All P    Many P   Few P    No one 
 
23. Please explain your response 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
24. I consider the reactions of all family members 
      1         2        3        4 
No one   Few P     Many P   All P 
 
25. I refer parents to other specialists when it is necessary 
      1         2        3        4 
All P    Many P   Few P    No one 
 
26. I value the knowledge and skills of other service providers 
      1         2        3        4 
No one   Few P     Many P   All P 
 
27. Please explain your response 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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28. The governmental policies enhance my coordination with the parents 
       1       2        3       4   5 
     All   Many     Few  No one  I am not aware 
 
29. Please explain your response 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
30. The laws enhance my coordination with the parents 
       1       2        3       4   5 
No one    Few   Many     All             I am not aware 
 
31. Please explain your response 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
32. I inform parents about the available educational services for the child and themselves 
      1         2        3        4 
All P    Many P   Few P    No one 
 
33. I inform parents about the available health services for the child and themselves 
      1         2        3        4 
No one   Few P     Many P   All P 
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34. I inform parents about the available social services for the child and themselves 
      1         2        3        4 
All P    Many P   Few P    No one 
 
35. I inform parents about the financial rights of the child and themselves  
      1         2        3        4 
No one   Few P     Many P   All P 
 
36. I inform parents about the legal rights of the child and themselves 
      1         2        3        4 
No one   Few P     Many P   All P 
 
37. I inform parents about the presence of other parents of children with hearing 
impairment in their area 
      1         2        3        4 
All P    Many P   Few P    No one 
 
38. I discuss with parents the transition of their child in another school 
      1         2        3        4 
All P    Many P   Few P    No one 
 
39. I discuss with parents the future of their child 
      1         2        3        4 
No one   Few P     Many P   All P 
 
40. The parents are trustful 
       1       2        3       4   5 
     All   Many     Few  No one  I am not aware 
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41.The parents are patient 
      1         2        3        4 
No one   Few P     Many P   All P 
 
42. The parents are sincere 
      1         2        3        4 
All P    Many P   Few P    No one 
 
43. The parents are friendly 
      1         2        3        4 
No one   Few P     Many P   All P 
 
44. Do parents hold some reservations towards you after a negative experience with 
another service provider? 
       1          2        3          4        5 
With all With many  With few With no one       Never happened 
 
When do you consider coordination more important? (open-ended question) 
45. During diagnosis 
46. After diagnosis 
47. Each time the child changes school 
48. When the child attends school  
48. In another period. Which? _______________________________________________ 
50. Coordination is always important 
51. Please explain your response (open-ended question) 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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III. Interview to Parents 
 
A) PERSONAL INFORMATION 
 
1. Person present at the interview
1)__Mother 
 
2)__Father 3)__Both 
parents 
4)__Other 
5)__Parents and other 
 
2. The parents are  
1)__hearing 
 
 
 
 
2)__hearing impaired 
 
3. Parents live in  
1)__urban area 2)__rural area 
 
4. Father’s Age:  
1)__21-25 
2)__26-30 
3)__31-35 
4)__36-40 
5)__41- 
 
 
5. Mother’s Age: 
1)__21-25 
2)__26-30 
3)__31-35 
4)__36-40 
5)__41-
6. Father’s Educational Level: 
a)__Elementary 
b)__Secondary 
c)__Tertiary 
 
7. Mother’s Educational Level: 
a)__Elementary 
b)__Secondary 
c)__Tertiary 
8. Father’s Occupation: ____________________________________________________ 
1) Manual W. 2) Pri. Serv. 3) Pub. Serv. 4) Bussinessm. 5) Educator 6) Freely Employed 
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9. Mother’s Occupation: ___________________________________________________ 
1) Manual W.  2) HouseWife  3) Pri. Serv.  4) Pub. Serv.  5) Bussinessw.  6) Educator   
7) Freely Employed 
 
10. The family income is  
1)__low 2)__average 3)__high 
11. Family status: 
1)__married 2)__divorced 3)__widowed 
 
12. The family has ______ children. 
 
13. The child with hearing impairment is  
1)__first 2)__second 3)__third 4)__last 
 
14. The child with hearing impairment is a 
1)__girl 2)__boy 
 
15. His/Her age is between  
1)__0-3 2)__3-6 3)__6-9 4)__9-12 
5)__12-15 
 
16. Is there a family history of hearing impairment? 
1)__No 2)__Yes 
 
17. How would you characterize the level of hearing loss of your child with hearing 
impairment? 
1)__mild (25-40dB) 2)__moderate (40-60dB) 
ear (left, right) ear (left, right) 
3)__severe (60-90dB) 4)__profound(90dB-)
ear (left, right) ear (left, right) 
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 18. In what age did s/he entered an intervention program?  
1)__0-3 2)__3-6 3)__6-9 4)__9-12 
 
19. Has s/he undergone a cochlear implant? 
1)__No 2)__Yes 
 
20. What kind of mode of communication does s/he use? 
1)__oral 2)__manual 3)__both 
 
21. Your child with hearing impairment is a  
1)__full-time student in a mainstream school without any special education support 
2)__full-time student in a mainstream school with special education support 
3)__full-time student in a special school 
4)__part-time student in both a special and a mainstream school 
5)__other _______________________________________________________________ 
 
22. The school is in a  
1)__urban area 2)__rural area
 
23. Are you a member of the board of the Association of Parents of Deaf Children? 
1)__No 2)__Yes
 
24. Which members of your family meet the above service providers? 
1)__Only the father  
2)__Only the mother 
3)__Both parents 
4)__Someone else. Who? ____________ 
5)__Both parents and someone else. Who? _____________________________________ 
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25. The service providers and we put common goals 
      1         2        3        4 
All SP   Many SP  Few SP   No one 
 
26. The service providers and we take common decisions 
      1         2        3        4 
No one   Few SP  Many SP   All SP 
 
27. The service providers and we exchange information 
      1         2        3        4 
All SP   Many SP  Few SP   No one 
 
28. The service providers respect our role and our points of view 
      1         2        3        4 
No one   Few SP  Many SP   All SP 
 
29. The service providers encourage us to feel free to pose questions 
      1         2        3        4 
All SP   Many SP  Few SP   No one 
 
30. The service providers use a vocabulary that we are able to comprehend 
      1         2        3        4 
No one   Few SP  Many SP   All SP 
 
31. The service providers and we try together to resolve any obstacles 
      1         2        3        4 
All SP   Many SP  Few SP   No one 
 
32. The service providers have the appropriate skills 
      1         2        3        4 
No one   Few SP  Many SP   All SP 
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33. Please explain your response (open-ended question) 
1. Child’s progress 
2. Qualifications 
3. Communication Skills 
4. No answer 
 
34. I am satisfied with the time the service providers devote on me as a parent 
      1         2        3        4 
All SP   Many SP  Few SP   No one 
 
35. I am satisfied with the time I devote on service providers? 
      1         2        3        4 
No one   Few SP  Many SP   All SP 
 
36. The service providers adapt the service delivery to each child and family 
      1         2        3        4 
All SP   Many SP  Few SP   No one 
 
37. Please explain your response (open-ended question) 
1. Individualized program from a special educator 
2. Individualized program form a mainstreamed elementary or secondary educator  
3. Easy lessons 
4. Difficult lessons 
5. Heterogeneous group of students 
 
38. The service providers consider the reactions of all family members 
      1         2        3        4 
No one   Few SP  Many SP   All SP 
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39. The service providers refer us to other specialists when it is necessary 
      1         2        3        4 
All SP   Many SP  Few SP   No one 
 
40. The service providers value the knowledge and skills of other service providers 
       1       2        3       4   5 
No one   Few   Many     All             I am not aware 
 
41. Please explain your response (open-ended question) 
1. They respect the opinion of others 
2. They do not respect the opinion of others 
3. It seems that they respect the opinion of others 
4. No answer 
 
42. The governmental policies enhance our coordination with the service providers 
       1       2        3       4   5 
     All   Many     Few  No one  I am not aware 
 
43. Please explain your response (open-ended question) 
1. No contact with the ministries 
2. Overall satisfied 
3. Overall dissatisfied 
4. Satisfied only from the Ministry of Education 
5. Satisfied only from the Ministry of Health 
6. Dissatisfied only from the Ministry of Education  
7. Dissatisfied only from the Ministry of Social Insurance 
 
44. The laws enhance our coordination with the service providers 
       1       2        3       4   5 
No one    Few   Many     All             I am not aware 
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45. Please explain your response (open-ended question) 
1. Total ignorance of the legislation 
2. Problems in the implementation of laws 
3. Gap in the legislation and a need for further improvement 
4. Overall positive 
5. Overall negative 
 
46. The service providers inform us about the available educational services for our child 
and our family 
      1         2        3        4 
All SP   Many SP  Few SP   No one 
 
47. The service providers inform us about the available health services for our child and 
our family 
      1         2        3        4 
No one   Few SP  Many SP   All SP 
 
48. The service providers inform us about the available social services for our child and 
our family 
      1         2        3        4 
All SP   Many SP  Few SP   No one 
 
49. The service providers inform us about the financial rights of our child and our family 
      1         2        3        4 
No one   Few SP  Many SP   All SP 
 
 
50. The service providers inform us about the legal rights of our child and our family 
      1         2        3        4 
All SP   Many SP  Few SP   No one 
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51. The service providers inform us about the presence of other parents of children with 
hearing impairment in our area 
      1         2        3        4 
No one   Few SP  Many SP   All SP 
 
52. The service providers and we discuss the transition of our child in another school 
      1         2        3        4 
All SP   Many SP  Few SP   No one 
 
53. The service providers and we discuss the future of our child 
      1         2        3        4 
No one   Few SP  Many SP   All SP 
 
54. The service providers are trustful 
       1       2        3       4   5 
     All   Many     Few    No one I am not aware 
 
55. The service providers are patient 
      1         2        3        4 
No one   Few SP  Many SP   All SP 
 
56. The service providers are sincere 
      1         2        3         4 
All SP   Many SP  Few SP   No one 
 
 
 
57. The service providers are friendly 
      1         2        3        4 
No one   Few SP  Many SP   All SP 
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58. Do you hold some reservations towards service providers after a negative experience? 
       1          2        3          4        5 
With all With many  With few With no one       Never happened 
 
59. In what extent the Association of the Parents of Deaf Children has informed you 
about the available educational services for your child and your family? 
      1         2        3             4 
Not at all  Little   Some                   In a great extent 
 
60. In what extent the Association of the Parents of Deaf Children has informed you 
about the available health services for your child and your family? 
      1         2        3        4 
In a great extent Some     Little                 Not at all 
 
61. In what extent the Association of the Parents of Deaf Children has informed you 
about the available social services for your child and your family? 
      1         2        3             4 
Not at all    Little   Some                   In a great extent 
 
62. In what extent the Association of the Parents of Deaf Children has informed you 
about the financial rights of your child and your family? 
      1         2        3        4 
In a great extent   Some     Little                 Not at all 
 
63. In what extent the Association of the Parents of Deaf Children has informed you 
about the legal rights of your child and your family? 
      1         2        3             4 
Not at all    Little    Some                   In a great extent 
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64. In what extent the Association of the Parents of Deaf Children has informed you 
about the presence of other parents of children with hearing impairment in your area? 
      1         2        3        4 
In a great extent   Some     Little                 Not at all 
 
65. In what extent other parents have informed you about the available educational 
services for your child and your family? 
      1         2        3             4 
Not at all  Little   Some                   In a great extent 
 
66. In what extent other parents have informed you about the available health services for 
your child and your family? 
      1         2        3        4 
In a great extent Some   Little                 Not at all 
 
67. In what extent other parents have informed you about the available social services for 
your child and your family? 
      1         2        3             4 
Not at all    Little   Some                   In a great extent 
 
68. In what extent other parents have informed you about the financial rights of your 
child and your family? 
      1         2        3        4 
In a great extent   Some    Little                 Not at all 
 
69. In what extent other parents have informed you about the legal rights of your child 
and your family? 
      1         2        3             4 
Not at all    Little    Some                   In a great extent 
 
 
 222
When do you consider coordination more important? (open-ended question) 
70. During diagnosis 
71. After diagnosis 
72. Each time the child changes school 
73. When the child attends school  
74. In another period. Which? _______________________________________________ 
75. Coordination is always important 
76. Please explain your response (open-ended question) 
1. There is always a need 
2. Parents have not experiences in the beginning 
3. At first with the doctors and then with the educators 
4. In the secondary school because not everything is very organized 
 
77. From which service providers do you expect more? 
1)_The public sector’s 
2)_The private sector’s  
3)_Both equally 
 
Please explain your response (open-ended question) 
78. State’s obligation 
79. The state has more services 
80. The child spends more time at the public school  
81. The hours of the public are more productive 
82. The private service provider considers only the money 
83. It is a matter of knowledge 
84. It is a matter of attitude 
85. It is a matter of behaviour 
86. It is a matter of control 
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87. Has your child ever received an intervention from a private service provider? 
1)__Yes 
2)__No 
 
88. In what extent is there a difference between the coordination you have between the 
public and the private service providers? 
      1         2        3        4 
In a great extent   Some     Little                 Not at all 
 
89. Are you satisfied with the coordination you have with the public service providers? 
      1         2        3         4 
 All SP   Many SP  Few SP   No one 
 
90. Are you satisfied with the coordination you have with the private service providers? 
      1         2        3        4 
No one   Few SP  Many SP   All SP 
 
91. In what extent are you satisfied with coordination between the public and the private 
service providers? 
      1         2        3         4 
 All SP   Many SP  Few SP   No one 
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IV. Factor Analysis 
 
IV.1. Tables of Variables 
 
Box IV.1.1 List of Variables 
 
Abbreviation Description 
goals Parents and Service Providers Put Common Goals 
decision Parents and Service Providers’ Decision-Making 
infoexch Parents and Service Providers’ Information Exchange 
respar Perceptions on the Respect towards Parents 
question Parents Feel Eager to Pose Questions 
vocabul Parents Understand the Vocabulary Used 
difficul Parents and Service Providers’ Problem-Solving 
sptime Perceptions on the Service Providers’ Time to Parents 
partime Perception on the Parental Time to Service Providers 
individ Perceptions on the Individualized Education Program 
allfamil Taking into Account the Reactions of All Family Members 
spfored Information on Educational Services 
spforh Information on Health Services 
spforsoc Information on Social Services 
spforeco Information on Economic Benefits 
spforlaw Information on Legal Rights 
spforpar Information on the Presence of other Parents 
spfortra Information on School Transition 
spforfut Information on the Child’s Future 
spatient Parents and Service Providers’ Patience 
spsincer Parents and Service Providers’ Sincerity 
spfriend Parents and Service Providers’ Friendliness 
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IV.2 Questionnaire to Service Providers 
 
Box IV.2.1 Communalities of the Questionnaire 
 Initial  
GOALS 1.000 .505 
DECISION 1.000 .473 
INFOEXCH 1.000 .620 
RESPAR 1.000 .176 
QUESTION 1.000 .076 
VOCABUL 1.000 .117 
DIFFICUL 1.000 .610 
SPTIME 1.000 .587 
PARTIME 1.000 .679 
INDIVID 1.000 .248 
ALLFAMIL 1.000 .192 
SPFORED 1.000 .563 
SPFORH 1.000 .648 
SPFORSOC 1.000 .807 
SPFORECO 1.000 .783 
SPFORLAW 1.000 .750 
SPFORPAR 1.000 .501 
SPFORTRA 1.000 .380 
SPFORFUT 1.000 .429 
PARPAT 1.000 .280 
PARSINC 1.000 .280 
PARFRIEN 1.000 .412 
 
Extraction Method: Principal Component Analysis. 
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Box IV.2.2 Total Variance of the Questionnaire 
 Initial 
Eigenvalues 
  Extraction 
Sums of 
Squared 
Loadings 
  Rotation 
Sums of 
Squared 
Loadings 
  
Component Total % of 
Variance 
Cumulative % Total % of 
Variance
Cumulative 
% 
Total % of 
Variance
Cumulative 
% 
1 6.653 30.242 30.242 6.653 30.242 30.242 5.303 24.105 24.105 
2 3.462 15.738 45.981 3.462 15.738 45.981 4.813 21.875 45.981 
3 2.071 9.414 55.394       
4 1.557 7.076 62.470       
5 1.242 5.644 68.114       
6 1.005 4.569 72.684       
7 .912 4.145 76.829       
8 .738 3.356 80.185       
9 .627 2.852 83.037       
10 .572 2.602 85.639       
11 .522 2.372 88.011       
12 .452 2.054 90.065       
13 .385 1.750 91.815       
14 .359 1.631 93.446       
15 .268 1.218 94.664       
16 .246 1.119 95.783       
17 .225 1.024 96.808       
18 .200 .910 97.718       
19 .156 .711 98.428       
20 .149 .679 99.107       
21 .116 .527 99.634       
22 .080 .366 100.000       
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 Box IV.2.3 Component Matrix of the Questionnaire 
 Component  
 1 2 
GOALS .618 .351 
DECISION .588 .356 
INFOEXCH .728  
RESPAR   
QUESTION   
VOCABUL   
DIFFICUL .569 .534 
SPTIME .711  
PARTIME .745  
INDIVID .482  
ALLFAMIL .422  
SPFORED .541 -.520 
SPFORH .656 -.467 
SPFORSOC .629 -.641 
SPFORECO .534 -.706 
SPFORLAW .485 -.717 
SPFORPAR .594 -.385 
SPFORTRA .564  
SPFORFUT .645  
PARPAT .405  
PARSINC .449  
PARFRIEN .538 .350 
 
Extraction Method: Principal Component Analysis. 
2 components extracted. 
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Box IV.2.4 Rotated Component Matrix of the Questionnaire 
 Component  
 1 2 
GOALS .697  
DECISION .678  
INFOEXCH .748  
RESPAR .420  
QUESTION   
VOCABUL   
DIFFICUL .780  
SPTIME .725  
PARTIME .795  
INDIVID .449  
ALLFAMIL .397  
SPFORED  .747 
SPFORH  .781 
SPFORSOC  .896 
SPFORECO  .883 
SPFORLAW  .861 
SPFORPAR  .679 
SPFORTRA  .556 
SPFORFUT .417 .505 
PARPAT .529  
PARSINC .523  
PARFRIEN .637  
 
Extraction Method: Principal Component Analysis.  Rotation Method: Varimax with 
Kaiser Normalization. 
Rotation converged in 3 iterations. 
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Box IV.2.5 Component Transformation Matrix of the Questionnaire 
Component 1 2 
1 .760 .650 
2 .650 -.760 
 
Extraction Method: Principal Component Analysis.   Rotation Method: Varimax with 
Kaiser Normalization. 
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IV.3 Interviews to Parents 
 
Box IV.3.1 Communalities of the Interviews 
 Initial Extraction 
goals 1.000 .702 
decision 1.000 .740 
infoexch 1.000 .498 
respar 1.000 .707 
question 1.000 .449 
vocabul 1.000 .190 
difficul 1.000 .467 
sptime 1.000 .602 
partime 1.000 .025 
individ 1.000 .424 
allfamil 1.000 .106 
spfored 1.000 370 
spforh 1.000 .599 
spforsoc 1.000 .582 
spforeco 1.000 .543 
spforlaw 1.000 .016 
spforpar 1.000 .040 
spfortra 1.000 .451 
spforfut 1.000 .174 
spatient 1.000 .499 
spsincer 1.000 .508 
spfriend 1.000 .583 
 
Extraction Method: Principal Component Analysis. 
 
 
 231
Box IV.3.2 Total Variance of the Interview 
 Initial 
Eigenvalues 
  Extraction 
Sums of 
Squared 
Loadings 
  Rotation 
Sums of 
Squared 
Loadings 
  
Component Total % of 
Variance 
Cumulative % Total % of 
Variance
Cumulative 
% 
Total % of 
Variance
Cumulative 
% 
1 6.196 28.163 28.163 6.196 28.163 28.163 5.069 23.039 23.039 
2 3.078 13.990 42.152 3.078 13.990 42.152 4.205 19.113 42.152 
3 2.308 10.492 52.644       
4 1.872 8.508 61.152       
5 1.469 6.678 67.830       
6 1.329 6.042 73.872       
7 1.018 4.629 78.501       
8 .919 4.177 82.678       
9 .706 3.207 85.885       
10 .535 2.431 88.316       
11 .494 2.245 90.560       
12 .366 1.662 92.222       
13 .342 1.555 93.777       
14 .280 1.271 95.049       
15 .246 1.118 96.167       
16 .211 .959 97.126       
17 .182 .829 97.955       
18 .152 .690 98.644       
19 .111 .505 99.149       
20 .095 .433 99.581       
21 .072 .327 99.908       
22 .020 .092 100.000       
 
Extraction Method: Principal Component Analysis. 
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Box IV.3.3 Component Matrix of the Interview 
 Component  
 1 2 
goals .663 -.512 
decision .701 .498 
infoexch .635  
respar .827  
question .658  
vocabul  .405 
difficul .681  
sptime .770  
partime   
individ .426 .492 
allfamil   
spfored  .498 
spforh  .737 
spforsoc .496 .580 
spforeco .511 .531 
spforlaw   
spforpar   
spfortra .437 -.510 
spforfut   
spatient .658  
spsincer .683  
spfriend .741  
 
Extraction Method: Principal Component Analysis. 
2 components extracted. 
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Box IV.3.4 Rotated Component Matrix of the Questionnaire 
 Component  
 1 2 
goals .838  
decision .860  
infoexch .692  
respar .753  
question .602  
vocabul  .420 
difficul .507 .458 
sptime .557 .540 
partime   
individ .636  
allfamil   
spfored  .608 
spforh  .731 
spforsoc  .761 
spforeco  .732 
spforlaw   
spforpar   
spfortra .656  
spforfut   
spatient  .600 
spsincer .421 .575 
spfriend .480 .594 
 
Extraction Method: Principal Component Analysis.  Rotation Method: Varimax with 
Kaiser Normalization. 
Rotation converged in 3 iterations. 
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Box IV.3.5 Component Transformation Matrix of the Questionnaire 
Component 1 2 
1 .799 .601 
2 -.601 .799 
 
Extraction Method: Principal Component Analysis.   Rotation Method: Varimax with 
Kaiser Normalization. 
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IV.4 Reliability Analysis of Each Factor 
 
Box IV.4.1 Reliability Analysis of Each Factor 
 Factor Number of Cases Number of Items Alpha 
Parents Daily Practices of 
Service Delivery 
48 10 0.88 
Parents Information from the 
Service Providers 
48 5 0.85 
Service 
Providers 
Daily Practices of 
Service Delivery 
64 10 0.85 
Service 
Providers 
Information from the 
Service Providers 
68 5 0.91 
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